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More than twelve years have elapsed since purified 
heparin preparations became available for clinical use." 
The introduction of the second anticoagulant, dicu- 
marol,® followed in 1941,? and since then a wide appli- 
cation of these two drugs resulted in all fields of 
medicine. Surgery, leaning heavily on the work of 
physiologists and biochemists, was first to utilize anti- 
coagulant prophylaxis and therapy, since it is daily con- 
fronted with the phenomenon of clotting, and since 
it daily produces a postoperative state, which is char- 
acterized among other things by a transitory increase 
in the clotting activity of the blood.* 

In this presentation I shall limit myself to personal 
observations on the vascular surgical service at 
St. Luke’s Hospital, Chicago, for the past ten years. 
The reader may be referred to excellent collective 
reviews and monographs in the voluminous literature 
on the subject.* 


TESTS OF CLOTTING ACTIVITY 

Ninety-seven normal persons were subjected to a 
study of their clotting mechanism with the help of 
the heparin tolerance test.’ It was originally postu- 
lated that failure to respond adequately to a small dose 
of heparin would indicate an existing thrombosis or at 
least a thrombosing tendency. Actually, of the 97 nor- 
mal persons tested, 46 were hyporeactors, 31 were 
hyperreactors and 20 mean reactors (fig. 1).° In not 
a single instance was there a complete lack of response 
to this dose of heparin, a reaction which one does 
encounter in pathologic states. The large number of 
hyperreactors (one third of the series) should also be 
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noted, since this was seen less frequently in the patient 
material. It has been my experience that response to 
heparin diminishes with age, and the arteriosclerotic 
group studied by Kadish bears out this contention.’ 

The heparin tolerance test has recently been simpli- 
fied by only taking one sample of blood before and 
one ten minutes after the injection of 10 mg. of heparin 
(1 cc. of 1 per cent solution). From the curves in 
figure 1 it can be seen that the peak of effect is always 
at ten minutes. Practical considerations have sug- 
gested that one abandon the additional determinations. 
This modification was introduced by Hagedorn and 
Barker,® who preferred the use of venous coagulation 
times and larger 25 mg. doses of heparin. With their 
method the heparin tolerance test unquestionably 
becomes a more sensitive index of clotting activity but 
loses somewhat of its initial object, namely, a rapid 
bedside test to evaluate the clotting state and direct the 
administration of heparin. 

I have persisted in the use of capillary coagulation 
times. The response seems to be characteristic of the 
individual, but a number of factors are known to modify 
the action of heparin in the patient. The following 
factors influencing heparin tolerance are some of those 
which were investigated in this clinic: 


Decreased Response Increased Response 


Age Youth 

Acute thrombosis Traumatic or hemorrhagic 
shock 

Postoperative state Hepatic damage 

Dehydration Neostigmine 

Hemoconcentration Sodium tetrathionate 

Polycythemia Dicumarol® 

Hyperlipemia Carinamide 

Carcinomatosis 

Digitalis 

Epinephrine 


The principle that the patient’s response to a small 
dose of heparin may be used to measure the clotting 
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activity of the blood has received ample confirmation.® 
These tests can be readily grouped into in vivo or 
in vitro tests, but, as Best and Jaques *° pointed out, 
the in vitro response of the blood to heparin is not 
identical with the response of the patient given the 
corresponding amounts. I have always preferred the 
original test as described in 1943, which is really a test 
dose of heparin to be followed by a therapeutic dose, 
because it detects sensitivity to the drug, if present, 
requires no elaborate laboratory set-up and is truly a 
hedside procedure (fig. 2). 

The estimation of capillary coagulation time has 
always been regarded as a crude and unreliable index, 
by both hematologists and biochemists.'' For the study 
ot blood dyscrasia, for hypoprothrombinemia and gen- 
erally for purposes of research its use is not warranted. 
Whether or not it is clinically useful as a guide to the 
administration of heparin is another matter. 

On a vascular surgical service it is useful to determine 
and chart the level of coagulation times and prothrombin 
levels together with the daily dose of anticoagulants, so 
that a glance will orient the attending staff about the 
state of the clotting mechanism (fig. 4). For the 
prothrombin levels I use a 1:8 dilution of plasma, 
giving a normal prothrombin time of 30 to 35 seconds 
and allowing the clotting activity to be determined by a 
simple percentage of the normal instead of a logarithmic 
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normal controls 20 normal controls normal watro!s 
Minutes after heparin 
Fig. 1.--Statistical analysis of extremes of heparin tolerance curves in 97 


normal persons. he shaded areas represent the scatter in the hypo- 
reactor, mean reactor and hyperreactor groups. 


curve, which the use of undiluted plasma requires.’* 
The chart denotes the therapeutic and prophylactic 
levels to be obtained, which requires daily skilful 
manipulation of the dosage of dicumarol.* Tests for 
hypercoagulability of the blood have been attempted 
by a number of workers (de Takats, Brambel, Waugh 
and Ruddick, Mahoney and Sandrock). 

Dicumarol* dosage has been satisfactorily controlled 
by daily prothrombin determinations in the hospital, 
keeping the clotting activity between 20 to 30 per cent 
of the control level; in ambulatory patients a level of 
50 per cent has been aimed at, but clinical experi- 
ence and also some recent experimental observations ** 
indicate that this is not a protective level against throm- 
bosis; hence, prolonged ambulatory control of pro- 
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thrombin activity at such a level seems futile. I haye 
seen cerebral emboli occur at this level and venoys 
thrombosis progress by continuity, and I am definitely 
of the opinion that in the majority of instances token 
doses are given to ambulatory patients. 
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Fig. 2.—The heparin tolerance of 256 consecutive patients before (B.H.) 
and 10 minutes (10’) after intravenous injection of 10 mg. heparin. Note 
the higher percentage of hyporeactors and the appearance of nonreactors as 
compared with the control series. In the hyporeactor groups there were 
97 patients with vascular occlusions, 10 with acute trauma, 10 with 
carcinoma, 4 with allergy and 23 with other conditions (unpublished data), 
The hyperreactors were patients with hepatic damage or those who 
renal failure. 


METHODS OF ADMINISTRATION 
Heparin.—Continuous Intraveonus Drip: Continu- 
ous intravenous drip with 200 mg. (20 cc.) of heparin in 
1,000 ce. of saline or dextrose solution allowing 15 to 20 
drops a minute has only been used in my early work, fol- 
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Fig. 4.—Coagulation chart used at St. Luke’s Hospital, Chicago. The 
prophylactic and therapeutic ranges are indicated. The chart helps @ 
survey the state of clotting mechanism at a glance. Note the mainsenas 
of prothrombin activity between 30 and 20 per cent of normal for 
days. Administration of heparin was stopped after twenty-four hours. 


Clinicel Course Complications 
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lation times. When the intermittent method of 
single intravenous injection was proposed by Crafoord 
and Jorpes ** I promptly shifted to this method, which 
has remained my standard procedure for eight years. 

Intermittent Intravenous Injections: Intermittent 
intravenous injections of 50 to 150 mg. of heparin given 
three to six times a day has been used on my service 
in over 15,000 injections. In addition, many patients 
were seen in other hospitals in whom heparin therapy 
was outlined, but exact data on this group are not 
available. 

Intramuscular Injection: Intramuscular (deep sub- 
cutaneous ) administration of aqueous heparin solution 
was suggested by Walker,’® Cosgriff, Cross and 
Habig ** and Stats and Neuhof.’* The last mentioned 
authors introduced the use of 10 pcr cent heparin, which 
has definite advantages because it limits the volume of 
injected material to small quantities. Experience with 
this form of administration is most favorable, if one 
uses it to maintain an elevated level of coagulation 
time, previously raised by a priming dose of intra- 
yenously given heparin (fig. 5). For anticoagulant 
therapy not exceeding six to eight days it is an ideal 
form of treatment, requiring three to four intramuscular 
injections given by the nursing staff, with a control of 
coagulation time twice a day. The capillary coagula- 
tion time is kept at 8 to 12 minutes easily. The injec- 
tion sites are painless, and hematomas are avoided by 
deep subcutaneous or intramuscular injections.'® 

Regional Heparinization: The idea that an isolated 
part of the hody could be heparinized without affecting 
the coagulation time was expressed by Murray and 
his co-workers."” On my service heparin has been 
injected intra-arterially in a single injection. In spite 
of a tourniquet inflated to diastolic pressure the systemic 
coagulation times rise, although differences between 
the clotting times in the extremity and the rest of the 
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Fig. 5.—Clotting times in a man aged 48 who exhibited deep venous 

is and one pulmonary infarct following coronary occlusion. Note 

an initial dose of dicumarol® (300 mg.) sensitized him to heparin, so 

coagulation times were within the therapeutic range for four 

3 same dose of heparin (100 mg. every eight hours [7 a.m., 

Pm. and 11 p.m. daily for ten days] into muscle) failed to maintain 

we same levels, when the effect of dicumarol® wore off. ‘This chart 

a the initial high peak after the priming dose, followed by a more 
level after intramuscular injections of the drug. 


body can be registered. Nevertheless, the hope that 
regional heparinization could be carried out after arte- 
rial sutures or intubations without affecting the rest of 
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the body *° has not yet been fulfilled. It is probable, 
however, that small doses of heparin given by intermit- 
tent injections to the artery or that depot (slow-acting) 
heparin given in an extremity under venous tourniquet 
might become useful in regional heparinization. Thus 
visceral trauma would not be a deterrent to local 
heparinization. 
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Fig. 6.—Heparin in a menstruum of gelatin 180 mg. and dextrose 80 
mg., with and without vasoconstrictors (10 mg. of ephedrine, 1 mg. of 
epinephrine), sodium ethylmercurithiosalicylate being used as an antibac- 
terial agent. Two milligrams of heparin per pound of body weight seem to 
maintain a slightly elevated clotting time for twenty-four hours. Each 
line represents the average of 10 patients studied. The solutions not con- 
taining vasoconstrictors show high peaks and return to the preinjection 
level in ten to twenty-four hours. A_ solution containing 400 mg. of 
heparin with vasoconstrictors showed a satisfactory plateau for thirty to 
thirty-six hours: (1) 400 mg. of depot heparin without vasoconstrictors; (2) 
200 mg. of depot heparin without vasoconstrictors; (3) 400 mg. of depot 
heparin with vasoconstrictors; (4) 200 mg. of aqueous heparin in 10 per 
cent solution; (5) 200 mg. of dcpot heparin with, and 200 mg. of depot 
heparin without, vasoconstrictors, and (6) 200 mg. of depot heparin with 
vasoconstrictors. 


Intramuscular Injection of Slow-Acting Heparin: 
Loewe and his co-workers *' first employed slow-acting 
heparin intramuscularly, and its value was confirmed 
by Evans and Boller.*? The menstruum used was that 
described by Pitkin for slow-acting spinal anesthesia. 
The injections are painful, and the level of coagulation 
times fluctuates. A mixture of cholesterol derivatives, 
beeswax and peanut oil has also been used as a 
menstruum, and satisfactory coagulation times have 
been obtained.** A mixture of gelatin and dextrose 
with and without vasoconstrictors, injectable through 
a cartridge,’® has been used on my service without local 
reaction except occasional hematoma. In ambulatory 
patients the sites may be painful. The effect on the 
clotting time may last from twenty-two to thirty-six 
hours in the normal person, but in the presence of 
thrombosis the duration of effect (2.5 to 3 times the 
base level) varies a great deal. Use of the mixture 
may be suggested for prophylactic, not for therapeu- 
tic purposes. Its action may be prolonged by the oral 
administration of carinamide, which delays renal excre- 
tion of heparin,** or by dicumarol,® which increases 
heparin sensitivity.** Figure 6 is a composite graph 
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of various types and dosages of the slow-acting heparin 
controlled by capillary coagulation times. A dosage of 
200 mg. of heparin with vasoconstrictors and 200 mg. 
of heparin without vasoconstrictors (dotted line) seems 
to reach an effective coagulation time from the fourth 
to the eighteenth hour after intramuscular administra- 
tion. The same experience can be gained by close 
follow-up of this material with tests of venous coagula- 
tion times where protection appears from the fourth to 
the twenty-fourth hour. The other preparations either 
reach a high peak with an early fall (without vasocon- 
strictors) or show a late rise and a rebound phenome- 
non, which is especially obvious in patients with active 
thrombosis. 

Dicumarol.*—The oral administration and the dimin- 
ished expense of dicumarol® therapy as compared with 
heparin have made the former drug popular throughout 
the country. For prolonged administration, as after 
coronary thrombosis,*° cardiac decompensation ** and 
cerebral thrombosis, it has many adherents. Dr. N. C. 
Gilbert and I have used it over a period of years to pre- 
vent further embolizations ** in patients who had thrown 
peripheral emboli from a fibrillating heart. Our experi- 
ence with the last-mentioned group allows the following 
conclusions: the so-called protective levels (20 to 30 
per cent of normal prothrombin activity) cannot and 
should not be maintained in the ambulatory patient. 
The weekly dicumarol® requirements fluctuate to an 
extent that the prothrombin levels controlled once a 
week in ambulatory patients are token safeguards. On 
the other hand, the maintenance of a 50 per cent 
prothrombin level is nonprotective. A woman aged 35 
with rheumatic mitral stenosis and auricular fibrillation, 
who had femoral embolectomy in one extremity, later 
amputation in the opposite extremity, died of a cerebral 
embolus while the prothrombin activity was 53 per 
cent of normal. <A patient aged 55 with a recurrent 
thrombosis of the retinal veins suffered a vitreous 
hemorrhage with a prothrombin level at 45 per cent, 
the hemorrhage probably being due to an extension of 
the thrombosis. Attacks of migrating phlebitis in 3 
male patients were uncontrolled by prolonged adminis- 
tration of dicumarol*® Many more examples can be 
cited. 

Prothrombin determinations lack uniformity through- 
out the country and are in sore need of standardization. 
Furthermore, a low prothrombin activity still permits 
the formation of a thrombus, because dicumarol® only 
inhibits prothrombin formation and does not counteract 
any other factor in the clotting mechanism. This is 
in contrast to heparin, which according to all available 
information is an antithromboplastin, antipro- 
thrombin and an antithrombin. Electrophoretic pat- 
terns studied after the administration of heparin indicate 
that the albumin fraction carries the heparin complement 
and a new component appears—heparin also disrupts 
the globulin fraction entering the beta globulins which 
carry the lipids.*” It is the physiologic anticoagulant 
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and may be regarded as a hormone secreted by the 
heparinocyte.*® 

From the standpoint of the surgeon dicumarol® js 
slow in action and slowly eliminated, most often not 
active enough and once in a while too active for safety, 
It is sufficiently known that diabetic persons are espe. 
cially sensitive to the drug and that a drop from 100 
cent to 20 per cent of normal prothrombin levels after 
a single dose of 200 mg. can be readily encountered, 
In hepatic and renal insufficiency and in the hemor- 
rhagic diathesis it cannot be used. In hypertension 
with increased capillary fragility it might increase the 
petechiae after tourniquet test. In microscopic hema- 
turia such as occurs in a latent glomerulonephritis with 
a positive Addis count, it decidedly increases the red 
blood cell count. After six years of intensive use of 
dicumarol® on three vascular services, my associates 
and I have come to the conclusion that the drug may 
be given to a large number of patients without mishap 
(458 patients), but when it is given cautiously (50 per 
cent levels of prothrombin) its protective value is doubt- 
ful; when pushed to a 20 per cent level the percentage 
of hemorrhage is too great, 8 per cent. Worse than 
that, there has been lack of correlation between the 
hemorrhage and the prothrombin activity in a number 
of cases. In the exhaustive study of Bruzelius * it was 


seen that in 28 per cent of patients there was no corre- 


lation between the occurrence of hemorrhage and exces- 
sively low concentration of prothrombin. Link and his 
co-workers *° early expressed the view that since hemor- 
rhage does not always accompany drastic reductions of 
prothrombin actually the onset of bleeding must repre- 
sent more than a simple suppression of normal pro- 
thrombin levels. It was suggested that capillary 
fragility might be followed during administration of 
dicumarol,® but a recent excellent report by Jubelirer 
and Glueck ** indicated that in 7 of 100 patients showing 
hemorrhage under dicumarol® therapy the Gothlin index 
was negative; conversely, 7 patients who gave no indi- 
cation of hemorrhage had a positive Gothlin index. 
It is true that the majority of fatal hemorrhages due 
to dicumarol® poisoning are chiefly caused by gross 
overdosage; nevertheless, of the 23 recently reported 
fatalities at least 4 were within the so-called safe range 
of prothrombin level.** 


OUTLINE OF TREATMENT WITH ANTICOAGULANTS 

Acute Thromboembolic Phenomena.—When the diag- 
nosis of thrombosis or embolism has been made, whether 
in the cerebral, retinal, coronary, pulmonary or periph- 
eral arteries or veins, intensive anticoagulant therapy 
must be instituted for three reasons: First, the propa- 
gation of thrombosis is to be stopped. There is no 
disagreement about the efficacy of heparin in this 
respect. Second, the early lysis of the clot wtih canal 
zation of the vessel may be observed. Bauer * has 
demonstrated such effects with phlebograms.. Loewe 
and Hirsch * showed it in histologic sections from 
experimental animals. Intra-arterial injections 
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heparin proximal to the embolic occlusion have been 
done on my service with restoration of pulses in 
2 patients. In fact, heparin has been injected at the 
level of the embolus under pressure and seemed to aid 
fbrinolysis with returning patency of the lumen. Third, 
the exudation of plasma through anoxic capillaries 
which is followed by plasma clotting in the tissues can 
be retarded or inhibited so that edema becomes soft 
and later absorbable under heparin therapy. In addi- 
tion, as pointed out elsewhere,** lymphatic thrombosis 
is channeled and lymph glands can be decompressed by 
early andl adequate heparinization. 

Chronic Recurrent Thrombosis and Embolism.— 
When thromboembolic disease has not been treated 
early and intensively by adequate heparinization it 
becomes chronic and recurrent, with flare-ups occur- 
ring at short or at long intervals and activated by 
trauma, infection, operation or prolonged recumbency. 
Such patients show heparin resistance and require a 
replenishment of their depleted heparin stores. Slow 
acting, intramuscularly given heparin is ideal for this 
purpose, and treatment can be continued ten to fourteen 
days with a single daily injection of 200 to 400 mg. of 
heparin in gelatin and dextrose. A dose of 2 mg. per 
pound of body weight given in this menstruum main- 
tains a slightly elevated clotting time and is now my 
choice for patients in this group.*** Such patients when 
treated with dicumarol® have done well in the past but 
showed thromboembolic phenomena when prolonged 
dicumaro!* administration was discontinued. Although 
prolonged administration of dicumarol® with patients 
receiving as much as 50,000 mg. of the drug may not 
lad to increased capillary fragility,*' bleeding may 
ocur without relation to prothrombin activity. During 
the past year I have abandoned the use of dicumarol® 
for prolonged administration. 

Prophylactic Therapy.—lIt is reasonable to request 
that the dangers of preventive anticoagulant therapy 
should not exceed the hazards for which prevention is 
undertaken. Prophylactic anticoagulant therapy is indi- 
cated in (1) patients who have had previous thrombo- 
embolic episode or episodes; (2) patients who are 
undergoing extensive surgical intervention, especially 
for carcinoma, and who will require prolonged immobili- 
zation; (3) patients who have had vascular sutures, 
aastomoses or transplants, where the success of opera- 
tion depends on the patency of the affected segments, 
and (4) patients in whom a suspected but not proved 
thromboembolic phenomenon occurred. 

All observers have found that the danger of hemor- 
thage is greatest in the group receiving anticoagulants 
ior preventive purposes. This seems obvious, because 
the tolerance of such patients to anticoagulants is not 
mereased. Furthermore, it takes much less heparin or 
dicumarol® to prevent clotting than to treat it. Our 

has been to use approximately one half of the 
therapeutic dose for prophylactic purposes. Heparin 
may be given in 30 mg. doses intravenously followed 
by 50 to 100 mg. doses intramuscularly so that the 
apillary coagulation time is doubled. Such doses have 

administered after delivery, after prostatectomy 
and after extensive resections of the bowel. Whether 
ol® given in small doses, keeping the pro- 


i Evoy, M. H., and de Takats, G.: Lymphedema, Angiology, to be 


~ made with a sensitized clotting time indicate 
Si dovation of a shortened to a normal clotting time is all that is 
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thrombin activity around 50 per cent of normal, is really 
protective is still debatable. Wise, Coker and Bram- 
bel ** in an exhaustive statistical survey of 9,250 
untreated and 3,504 treated surgical patients, keeping 
the prothrombin activity at 40 per cent of the normal 
level, showed statistically significant reduction of 
venous thromboses in the prophylactically treated group. 
» There was a 1.2 per cent incidence of vascular compli- 
cations in the untreated group against 0.0018 per cent 
in the treated group. These authors, in spite of their 
many years of concentrated clinical and laboratory effort 
on the problem, raised the well founded question: is the 
effort necessary to surmount the difficulties of control 
really worth while, since the incidence of fatal and 
nonfatal thromboembolic complications is definitely 
decreasing in the last years? 


Control of Hemorrhage Following the Use of Anti- 
coagulants.—The antidote for heparin is intravenously 
given protamine sulfate, available in ampules. One and 
a half milligrams of protamine neutralizes the effect of 
1 mg. of heparin, as plasma titrations for heparin indi- 
cate.** The action of protamine wears off in about 
four hours, and the injection may have to be repeated 
in certain hemorrhagic states.** After repeated injec- 
tions of heparin, additional minute amounts of heparin 
have a greatly increased effect; this happens when the 
heparin stores are loaded.*® These observations *° indi- 
cate the importance of checking coagulation times before 
each subsequent injection of the agent when inter- 
mittent intravenous therapy is used. 

For hemorrhage induced by dicumarol,® the intrave- 
nous use of vitamin K and blood transfusions is a 
customary measure. A rapid return of the low pro- 
thrombin activity to normal may precipitate throm- 
bosis.*' I prefer to give 20 mg. doses of vitamin K 
intravenously three times rather than to give a massive 
injection of 64 mg. in one dose.*? Interestingly enough, 
once a hemorrhagic state has been produced other 
factors than simple heparinemia or hypoprothrombin- 
emia come into play. Observations on the appearance 
of fibrinolysis in hemorrhagic and traumatic shock ** 
and the writings of MacFarlane ** should be studied 
in this connection. Spontaneous fibrinolysis as brought 
on by trauma or shock and possibly in the postoperative 
state is an important consideration to which surgeons 
will have to pay some attention in the future. 
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Treatment or prevention of thromboembolic disease 
by administration of anticoagulants raises a few con- 
siderations of practical importance. First of these is 
the relative harmlessness of these methods and the 
ease of their control. From this standpoint heparin 
is far superior to dicumarol," because it now can be 
given intramuscularly, it can be controlled by bedside 
tests for estimation of capillary coagulation times and 
its effect is evanescent. Only after the production of 
hemorrhagic shock will the coagulation time fail to 
return to normal, and such a hemorrhagic state can 
only be produced by foolhardy administration of the 
drug. The nationwide survey of results with dicu- 
marol® for prophylaxis against thromboembolic phe- 
nomena after coronary thrombosis, as reported by 
Wright, Marple and Beck,** has focused renewed atten- 
tion on the advisability of prolonged prophylaxis with 
the drug. Unquestionably this survey has shown that 
the treated group fared better than the control group. 
However, the total incidence of thromboembolic phe- 
nomena in the group receiving the full therapeutic 
effect of dicumarol” was 6.5 per cent with an incidence 
of hemorrhagic complications of 13 per cent (6 per cent 
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Fig. 8.—The appearance of pulmonary embolism following operation. 
Note the two peaks at seventh and thirteenth day. The earlier group 
belongs to the debilitated patients with prolonged preoperative bed rest 
(from Evoy 


in the control group). On the medical service of 
Dr. N. C. Gilbert at St. Luke’s Hospital, patients after 
coronary thrombosis showed an incidence of 6 per cent 
of thromboembolic phenomena.** They were not treated 
with anticoagulants. 

Such experience raises a second pertinent problem 
regarding the prophylactic use of anticoagulants. 
Increased clotting tendency is only one factor in the 
production of thrombosis. Early ambulation, early 
movement in bed and better postoperative care 
regarding fluid, electrolyte and nitrogen balance have 
decreased generally the incidence of thromboembolic 
phenomena. Surgeons are now dealing with a much 
smaller spontaneous incidence of thrombosis than they 
were ten years ago. Scandinavian statistics recently 
marshalled by Strombeck ** show a reduction of throm- 
hoembolic phenomena to one half to one third of the 
percentage encountered during the previous decade, 
early ambulation being the greatest single factor ; how- 
ever, this was not the experience of Blodgett.*” 

In addition, the elastic bandaging of legs as advo- 
cated by Ochsner * and confirmed experimentally by 


45. Gilbert, N. C.; Fenn, G. K., and Nalefski, L.: Vasodilators in 
Coronary Occlusion, j. A. M. A, 141: 892 (Nov. 26) 1949. 

46. Strémbeck, J. P.: An aE to Evaluate the Different Modern 
Methods for the Prevention and Treatment of Thromboembolism, Acta 
chir. Scandinav. 113, 1948. 

47. Blodgett, J. R.: Early Ambulation Following Surgical Procedures, 
New York Acad. Med. 25: 176, 1949. 
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Wilkins ** has a decidedly accelerating effect on venous 
return. The use of a moderate Trendelenburg position 
after operation together with frequent leg exercises has 
been previously commented on.** All these factors 
limit but by no means abolish the usefulness of anti- 
coagulant prophylaxis, for which I favor intramuscular 
heparin therapy. 

The place of venous ligations and divisions in the 
prophylaxis and treatment of thromboembolic disease 
is a much discussed problem. The statistics of Crutcher 
and Daniel ** and the analysis of Evoy ™ of our material 
would leave no doubt that thrombotic occlusions origi- 
nate above the level of Poupart’s ligament in more than 
one half of the cases. Such observations, based op 
autopsy material, raise a serious objection against 
prophylactic ligations of the superficial femoral vein, 
This is not to imply that ligations or divisions at this 
level should never be performed. My service does 
them (1) during all amputations of lower extremities 
and (2) on patients with a localized calf muscle throm- 
bosis or posterior tibial venous thrombosis when anti- 
coagulants are contraindicated or when prolonged 
immobilization is necessary. Ligations of the vena cava 
have been done, after at least one pulmonary infarction 
has occurred, when both iliofemoral segments are 
occluded and when anticoagulant therapy has been 
ineffective in controlling the spread of thrombosis or 
preventing an embolus. In such circumstances the 
results were satisfactory. 

This raises the final question: how often has anti- 
coagulant therapy failed? Effective heparin therapy 
has only failed me in patients in whom the drug was 
discontinued too early. There has been some suspicion 
that sudden discontinuation of heparin therapy may lead 
to a rebound phenomenon, manifesting itself in shorten- 
ing of coagulation time. I present one such curve of 
several; they appear in heparin-resistant _ patients 
(fig. 7). It is wise, therefore, to taper oft the injections 
of heparin by lessening the daily amount from the 
average of 300 mg. to 200 mg. and then to 100 mg. 
during the last two days of therapy. From present 
experience heparin therapy must be kept up until the 
patient is entirely ambulatory and no other sign of 
increased clotting activity such as an increased heparin 
resistance is present. The danger of postoperative pul- 
monary embolism diminishes considerably after the 
fourteenth day, and this has been the average duration 
of heparin administration in my prophylactic semes 
(fig. 8). I have not seen any thromboembolic phe- 
nomena during administration of heparin. 

This, unfortunately, is not true of dicumarol® therapy. 
Propagation of thrombi, pulmonary embolism 
peripheral arterial embolism have been encount 
with prothrombin levels between 50 and 30 per ceat 
of normal. The following problems are encountered @ 
administration of dicumarol® as an anticoagulant: 


1. A standard procedure for determining and expressing 
prothrombin activity does not exist. 

2. The correlation between the occurrence of hemorrhage 
and safe prothrombin levels is poor. 
3. Other factors, such as increased capillary fragility, camlet 

be related to the appearance of hemorrhage. 


48. Ochsner, A., and DeBakey, M.: Therapeutic Considerations, 
Thrombophlebitis and Phlebothrombosis, New gland J. Med. 
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50. Crutcher, R. R., and Daniel, R. A.: Pulmonary. Embolism: 
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4, Thromboembolic phenomena appear in bedridden and 
ambulatory patients at prothrombin levels regarded as 
pri tective. 

5, Until better control of dicumarol® administration is devised, 
the administration of this drug either is a gesture or, if 
pushed too far, carries a hazard which is greater than 
that of the thromboembolic disease which it is supposed 
to avert. 


It must be remembered that thromboembolic disease 
following surgery has greatly decreased during the last 
decade. Whether this is true of other forms of thrombo- 
embolism such as a postcoronary complication or in 
patients with congestive heart failure is not within the 
scope of this paper; but in one series of postcoronary 
thromboembolic complications only 6 per cent of the 
jatients exhibited such phenomena without specific 
treatment,’® a figure which is lower than that in the 
treated series in the report of the Special Committee 
of the \merican Heart Association.** 


SUMMARY 

Rational anticoagulant therapy is based on certain 
fundamental principles: (1) a certain section of the 
population carries an increased tendency to clotting ; 
(2) the postoperative state among others is character- 
ied by an increased clotting tendency; (3) the 
treatment of acute thromboembolic phenomena requires 
massive doses of heparin, but doses are frequently 
insufficient ; (4) the prophylactic use of anticoagulants 
requires far smaller doses, and overdosage readily 
occurs; (5) the need for simple, standardized methods 
of anticorgulant therapy is obvious. Bedside tests for 
control are preferable to delicate but often unobtainable 
laboratory determinations; (6) the response to anti- 
coagulants varies in different patients, in different age 
groups and in the same person in different circum- 
stances. Dicumarol® effectively reduces the prothrom- 
bin level, but the correlation between a safe level on 
one side and hemorrhagic or thromboembolic compli- 
cations on the other is poor. Since no safe anticoagulant 
for oral administration exists as yet, treatment with 
intramuscularly given heparin should have at present 
the widest field. 


122 South Michigan Boulevard. 


ABSTRACT OF DISCUSSION 


Dr. Attox Ocusner, New Orleans: Dr. de Takats has 
called attention to the dangers of dicumarol® therapy. I also 
have been impressed with the difficulty of determining a safe 
prothrombin level in dicumarol® therapy and have observed 
persons with relatively low prothrombin values in whom throm- 
bosis developed. At the meeting of the Society for Vascular 
Surgery several days ago, Dr. Arthur Allen, in discussion of a 
faper on “Hazards of Dicumarol® Therapy” by Dr. George 
Lilly, reported that in a series of over 900 cases at Massachusetts 

eral Hospital in which dicumarol*® was used prophy- 
lactically, there were no fatal pulmonary emboli but there were 
2 deaths from hemorrhage. In a comparable series of cases 
® which dicumarol® was not used prophylactically there was 
| fatal pulmonary embolism. Dr. Lilly commented that the 
2 fatal hemorrhages in the group receiving the dicumarol® 
prophylactically was approximately the incidence of fatalities 
tom pulmonary embolism in nontreated patients. He face- 
tously added that he personally would prefer to die of pulmo- 
"ary embolism rather than to bleed to death because the former 
$ Not only cheaper but less painful. I have been interested 
M the subject of venous thrombosis for a number of years 
and have been convinced that phlebothrombosis is dependent on 
Wo factors. One, which is predisposing, consists of an increased 
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coagulability of the blood and the other, a precipitating factor, 
consists of circulatory stasis. I have been able to decrease 
the incidence of venous thrombosis by making attempts to 
overcome the latter factor. In spite of attempts to increase 
the circulatory flow in veins of the lower extremity, phlebo- 
thrombosis has developed in certain patients. I have believed 
that I could detect most of the cases in which a phlebothrombosis 
develops and prevent detachment of the embolus by venous 
ligation. Unfortunately, in spite of constant vigilance and 
attention to these two factors, an occasional fatality from 
pulmonary embolism would result. Dr. John H. Kay, who has 
been working in the laboratory at Tulane University School 
of Medicine for the past two years, has shown that venous 
thrombosis is dependent on a disproportion between prothrombin 
and antithrombin and that, of the two, the antithrombin is 
probably the more important. We have observed patients with 
a prothrombin value of 25 per cent of normal in whom throm- 
bosis occurred but also in whom the antithrombin value was 
exceedingly low. After an operative procedure and proba- 
bly after every trauma, although we have not been able to 
determine this in other types of trauma, the antithrombin 
value becomes lower. Normally this tends to come back to 
normal after a period of a few days. On the other hand, 
in the person in whom an intravenous clot develops, there is a 
progressive fall in antithrombin until the clot develops. If the 
fall in antithrombin is allowed to continue, the clot will almost 
invariably occur. If the antithrombin deficiency is corrected by 
the administration of antithrombin, venous thrombosis will be 
prevented. We have been using alpha tocopherol, which is an 
efficient antithrombin, and have found that provided it is 
administered before the fall of antithrombin is too great venous 
thrombosis can be prevented. 

Dr. Water F. Kvare, Rochester, Minn.: My associates 
at the Mayo Clinic, Drs. Allen, Barker and Hines, and I are 
not in agreement with some of the conclusions which Dr. 
de Takats has reached. Our recent experiences confirm our 
previous report that dicumarol" is an effective aid in the 
prevention of thromboembolic complications. There is as yet 
no ideal anticoagulant. We do not believe that heparin, admin- 
istered by any route, is superior to dicumarol® except for its 
rapid action. It is still expensive, may cause serious bleeding 
and must be administered parenterally. Nor is dicumarol® 
the ideal anticoagulant. Its effect is delayed; it requires daily 
determinations of prothrombin leevls, and there are definite 
contraindications to its use. But the two form an effective 
combination when no contraindication for their use exists. For 
six years we have followed the plan of starting simultaneously 
the administration of heparin and dicumarol® for acute thrombo- 
embolic emergencies without development of any serious subse- 
quent episodes of phlebitis and with only 1 fatal pulmonary 
embolus. There seems to be general disagreement as to the 
proper dosage of heparin given intramuscularly in a delaying 
menstruum. In our experience as much as 600 mg. has been 
necessary to produce a protective anticoagulant level. We admit 
that dicumarol® is not the ideal anticoagulant and that it has 
several disadvantages, but it is still our anticoagulant of choice 
in the postoperative state. We agree that a prothrombin level 
of 50 per cent is not sufficient to protect a patient, bedridden 
or ambulatory, from thrombosis or embolism. If the pro- 
thrombin level is maintained at less than 30 per cent of normal, 
there is little chance of further thromboses, and if the prothrom- 
bin level is maintained at more than 10 per cent of normal, the 
risk of bleeding is minimal. In our experience with post- 
operative patients, minor bleeding occurred in 3.4 per cent of 
cases and serious bleeding occurred in 1.8 per cent of cases. 
In a series of more than 2,000 surgical patients, we have noted 
only 2 deaths from hemorrhage, neither of which could be 
attributed solely to the effects of dicumarol.* I personally have 
seen 3 cases of severe hemorrhage following the intrave- 
nous injection of heparin. We have reported our experiences 
in 2,019 postoperative cases. There were 17 cases of minor 
phlebitis in this group and 1 case of fatal pulmonary embolus, 
which occurred after the prothrombin time had returned to 
normal. This represents a great reduction in the incidence of 
venous thrombosis and pulmonary embolism. In a number of 
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clinies in this country and in our own institution, a large 
number of patients have been given long term anticoagulant 
therapy with dicumarol,® and the percentage of prothrombin 
has been maintained between 10 and 30 without any significant 
bleeding and with sharp reduction in the incidence of thrombosis 
or embolism, 

Dre. Norman E, Freeman, San Francisco: Dr. de Takats 
has given a splendid account of the use of anticoagulants in 
surgery. He has emphasized the dilemma between the “devil” 
of thrombosis and the “deep blue sea” of hemorrhage. Too 
little anticoagulant may lead to further thrombosis, while too 
much is often associated with bleeding. During the past year 
I have been interested in a method of administering heparin 
which gives promise of avoiding the dangers of bleeding. By 
means of regional heparinization the blood which comes into 
contact with the suture line or injured vessel is rendered 
incoagulable, and at the same time the clotting time of the 
blood circulating throughout the rest of the body is not affected. 
Heparin solution (100 mg. to 250 cc. of isotonic sodium chloride 
solution) is injected into the artery just proximal to the site 
of arterial suture or anastomosis. This technic has been found 
useful in a series of patients in the treatment of acute arterial 
injuries, for arterial anastomosis and after removal of arterial 
emboli and thrombi. Regional heparinization has been used 
both by injection of the solution through a fine needle and 
through a segment of polyethylene tubing inserted through a 
needle into the arterial lumen. Although the regional heparini- 
zation can be continued for a period of days, it is generally 
sufficient to continue it only until reflex vascular spasm has 
relaxed and a good pulsatile volume flow of blood is present 
below the suture line. 

Dre. Sytvan Moorten, New Brunswick, N. J.: Associates 
and I in our hospital have been faced with difficulties of a 
practical nature in the administration of heparin which have 
often limited its use except to most urgent cases. Recently 
we have found it possible to simplify the administration of 
heparin by a procedure which embodies the principle reported 
by O. Hechter about three years ago. He found that pre- 
liminary injection of hyaluronidase, the enzyme found in the 
testes of bulls, facilitated the introduction of saline solution or 
other fluids by the subcutaneous route to an amazing degree. 
By injecting doses of about 1 unit or less of this material in 
5 cc. of saline solution rather deeply subcutaneously and then 
merely exchanging the syringe for another containing heparin, 
we have been able to introduce as much as 100 mg. of the 
latter easily with practically no pain or induration if given 
slowly. The procedure has been taught to the nursing personnel 
and has worked out well on the four hour schedule. The effect 
on clotting time is almost the same as that of heparin given 
by the intravenous method. 

Dre. Geza pe Takats, Chicago: All who are interested in 
coagulation have looked forward to just such a test as Dr. 
Ochsner has described. Heparin is itself a most potent anti- 
thrombin. What one is really doing in heparin administration 
is restoring the balance of the coagulant and anticoagulant 
factors in the blood. 
the Mayo Clinic know of the intensive research that has been 
carried on toward the best type of anticoagulant therapy. I 
fully agree with Dr. Kvale that in his hands and the hands 
of his associates the combination of heparin-dicumarol® therapy 
is most effective and safe, but emphasis should be placed 
on the fact that this is an ideal which few institutions can 
duplicate. Most physicians working in community hospitals and 
on small surgical services will never be able to duplicate this 
combined medical-surgical effort with special laboratories behind 
it, and it is with this in mind that I particularly advocate 
intramuscular heparin therapy. There is no question but that 
dicumarol® therapy is effective under optimal conditions. Dr. 
Freeman mentioned regional heparinization, and associates and 
I have used it, not as he, through a catheter or a tube, but 
through single arterial injection. We had hoped, as have others, 
that by injecting the artery with heparin and localizing it in 
the limb, it might be possible to prolong the clotting time 
in the extremity and not in the rest of the body. Unfortunately, 
no matter how high the tourniquet is inflated, prolongation of 
clotting occurs elsewhere in the body. 
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OTHER FACTORS BESIDES ALLERGY IN ASTHMA 


FRANCIS M. RACKEMANN, M.D. 
Boston 


The other factors besides allergy in asthma can be 
divided into two groups. In one are the physiologic 
changes that go with the bronchospasm _ itself— 
emphysema, eosinophilia and polypoid nasal sinusitis, 
Disturbances in the body water and in the electrolyte 
balances may be found: the circulation may be abnor- 
mal. All these are both interesting and important, but 
they are parts of the general pathologic picture: they 
are results of the underlying process and are not con- 
cerned directly with the cause of the symptom asthma. 
They will not be discussed in this paper. 

In the other group are factors concerned directly 
with the etiologic basis of the disease and with its 
treatment. 

The classification of asthma which was published by 
me in 1947! has stood the test of time. It was, and 
it still is, helpful in the clinic (see table). The 
accompanying important point is the age at onset. The 


A Working Classification of Asthma* 


Asthma Begins Before Age 30 Asthma Begins After Age 


“Intrinsic” 


Bacterial allergy 
(hard to prove) 


“Extrinsic” (allergy) 


Simple 
Diagnosis easy by history 


Complicated “Depletion” 
by infections Psychic—fatigue 
by “depletion” Somatie 
Iniection 
“Asthmatie bronchitis” sinuses, bronchi, teeth 
Vasomotor rhinitis leads to or other 
Malnutrition 


asthma (often severe) 
(Note Selye’s “alarm reaction”) 


“Polypoid Sinusitis” 


Emphysema 
Primary or secondary 


Tumors and foreign bodies 


* From Rackemann.? 


condition of the young lady with allergic, i. e., extrinsic, 
asthma is quite different from that of the old gentleman 
with intrinsic asthma. 


EXTRINSIC ASTHMA 


Allergy is a disease of young persons, and when 
asthma begins before the age of 30 it is due to allergy 
unless proved otherwise. The disease depends on 4 
sensitivity to foreign substances outside the patients 
body. The cause is in the environment: it is extrinsic. 
The history shows that the symptoms come and go at 
certain times of year, in certain particular places, m 
certain houses or even in certain rooms where there 
are special sources of dust in furniture, in bedding, m 
rugs or perhaps in cosmetics or insecticides. The most 
important source of all is the dog or cat. Cat asthma 
is a fairly common disease, and it is easy. to treat. 
Occupational dusts may be causative, and one finds 
bakers, hostlers or workers in textiles and in chem 
whose asthma clears during vacation or even on days 
off. In the hospital or on journeys all these patients 
improve: the contact with the offending substance § 
broken, and little treatment is needed except to break 
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the contact either by removing the offending substance 
from the patient or by removing the patient from the 
offending substance. 


INTRINSIC ASTHMA 

Asthma in the older age group is more interesting, 
if only because so little is known about it. When 
asthma begins after age 40 it is not allergy unless 
so proved. The history shows that the cause of trouble 
js inside the patient. It is something which he carries 
with him at all times and to all places. In the hospital 
he improves—but slowly, and not with the dramatic 
relief exhibited by those in the younger age group. 

In a few of these older patients one can recognize 
such pathologic entities as emphysema of the primary 
idiopathic type or cardiac asthma, but these instances 
are not common. Foreign bodies or tumors in the 
bronchi may cause a wheeze—that is to say, asthma— 
and the possibility should never be overlooked. In 
most of the older patients, however, no such lesion can 
be found and the problem becomes difficult. 

When attacks of asthma are isolated affairs, with 
free intervals of several weeks or months, they are 
usually due to new colds. The infection explains the 
episodes, but the proof of a “bacterial allergy” is not 
yet at hand. Secondary infections, by viruses as well 
as bacteria, are common enough and more understand- 
able. .\ secondary chronic bronchitis, or even bron- 
chiectasis, with or without emphysema, is a frequent 
observation in asthma. 

The problem which asthma presents is illustrated by 
the diagram (fig. 1) which has been presented 
before. This diagram embodies most of the obscure 
problems which must be solved before a complete 
understanding of the factors in asthma will be reached. 

At the top of the diagram is the “asthmatic state” 
a basic factor which is inherited but is otherwise 
unknown: it sets the stage for asthma. Persons who 
have it have asthma as their particular weak spot, 
and when things go wrong with them the reaction 
takes the form of asthma rather than of some other 
chronic symptom like arthritis, peptic ulcer or colitis. 
When allergic reactions, infection, intoxication with 
drugs or poisonous agents and, finally, the effects of 
stress and strain appear in persons possessed of this 
basic factor, one or sometimes several symptoms of the 
“allergic diseases” develop. The fact that so many dif- 
ferent symptoms can come from so many different 
causes demands the concept of a common denom- 
nator: of an intermediary mechanism such as the 
telease of a histamine-like “H.- substance.” Since 
there is doubt about the role played by histamine itself, 
one must be ready to conshlet other mechanisms for 
the common denominator. 

The crux of the matter concerns the left and right 
portions of the diagram. Everyone agrees that the 
Teaction of allergy can activate the common denomina- 
for. Infections, and intoxications also, can be accepted. 

about stress and strain? In the clinic there is 


00d evidence that stress, or “depletion” as I have 


called it (sometimes somatic, sometimes psychic and 

usually both together), can cause attacks of asthma. 
main object of this paper is to call attention to 

the clinical importance of this aspect. 

concept of the adaptation syndrome,® includ- 

mg the alarm reaction, is helpful, for he shows that 
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profound pathologic changes in the lymphoid apparatus 
and in the adrenal cortex can result from noxious 
stimuli of wide variety. The hormones of the adrenal 
cortex become modified. After such stresses experi- 
enced as infections, as exposure to cold or as the result 
of treatment with drugs and poisons, there is an out- 
pouring of the sugar-mobilizing hormone and then an 
inhibition of the protein-building hormone. The body 
burns its available energy and at the same time is pre- 
vented from repairing its damaged tissues. And that 
is about what happens in asthma. 

The active, high-pressure business man_ finally 
becomes exhausted. The housewife is harassed by 
difficult relatives, and the endless routine finally wears 
her down. If these persons are susceptible, if they 
have an “asthmatic tendency” (and that is an essential 
“if’) then the debility, or “depletion” as I called it,’ 
will result in asthma. There are many variations of this 
theme: the stories are not alike, but the principles are 
the same in all. To call the trouble “emotional” or 
“psychic” is probably correct, but in most cases the 
cause is littlke more than fatigue of both body and soul. 
However, there is one really emotional aspect, and that 


THE "ASTHMATIC STATE" 


"Depletion" Somatic 


Allergy Infection Psychic 


Intoxication 


"H. = Substance" 


Asthma Hay Feve: Urticaria/Vasomotor Rhinitis\Polypoid Sinusitis 
Periarteritis Nodosa Loeffler's Syndrome Tropical Eosinophilia 


(Rheumatoid arthritis Peptic Ulcer Colitis Migraine) 


Fig. 1.—Diagram of relationships in the production of “asthmatic” 
symptoms. 


is the fear of the asthma. It is essential for the physician 
to teach these persons how to control their symptoms. 
Epinephrine by inhalant spray may be enough, or 
perhaps a pill containing ephedrine and/or aminophyl- 
line will control the symptoms; the injection of 
epinephrine may be necessary. If the patient can con- 
trol himself he gains confidence and comfort. He can 
eat, he can rest and usually he can work. The principle 
is to teach him how to control his asthma and not let 
the asthma control him. 

The danger from this general idea of “nervous” or 
“psychic” asthma is that the physical exhaustion and 
the emotional disturbance which is thought to be the 
cause of asthma may, in fact, be only the result of 
asthma. It is the history which will tell, and this 
history must be taken carefully to include all the facts 
step by step, year by year or month by month. To 
include precise dates is not only helpful but necessary, 
for the dates will help to correlate changes in season, 
in location and in activities with the variations in the 
asthmatic symptom. 

Somatic factors must not be overlooked, for they 
as well as psychic factors can cause “depletion.” Focal 
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infections are not uncommon. In several cases the 
removal of abscessed teeth was all that was necessary 
to stop the attacks. Infections in gallbladder and in 
prostate have been identified as the cause of asthma 
in rare cases. Lesions of the pelvic organs have been 
found. Lesions of the paranasal sinuses are present 
in about a third of the patients with intrinsic asthma. 
They are so common that one has to think of them as 
a part of the process. Treatment is difficult. The 
removal of nasal polyps is always helpful and can be 
done repeatedly, but operations on the sinuses must 
be advised only with great caution. Each operation 
will relieve the symptoms for a time, but all too often 
the asthma will return in a few weeks and this recur- 
rence will be worse than the original disease. In a 
few cases, however, the radical sinus drainage will effect 
a virtual “cure,” perhaps because in these cases the 
secondary infection was acting as a focus of imfection: 
as a source of “bacterial allergy.” 
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Fig. 2.—A random sample of 23 patients, with 20 “cured” of their 
asthma. Circles around the numbers at the left indicate the 5 men. 
Each horizontal line representing a case begins with the age at onset and 
continues until the age at the last follow-up. The method of cure as 
reported by the patient is indicated by the words in the right-hand column. 
Note that in 3 patients the asthma has recurred—they are better (B). 

A broken line indicates asthma in attacks; solid line, persistent asthma. 
A vertical bar at the left indicates age at onset of asthma; X, the first 
visit; S, sinus surgery; B, better, and C, “cured.” <A solid heart indicates 
a coronary death, and a solid triangle, death due to other cause. 


Malnutrition, loss of weight or poor condition of the 
general health from any cause will predispose suscep- 
tible persons to attacks of asthma. Severe asthma and 


poor health often go together to make a vicious circle 


in which one condition aggravates the other. In treat- 
ment, every effort must be made to break that circle; 
after the attack the patient as a whole must be cared 


for and managed so that the circle will not develop 


again. It is the treatment of the patient as a human 
being which is often more important than the treat- 
ment of his or her asthma. 

There are several observations to support the idea 
that “all is not allergy that wheezes”; also, the idea 
that stress and strain, and especially psychic factors, 
are important. First, treatment on this general basis 
does good. Figure 2 shows a sample of 23 patients 
with 20 “cured” temporarily of their intrinsic asthma. 
Attention is called to the right-hand column, in which 
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the reason for “cure” is indicated by such expressions 
as “hygiene,” vitamins, “cod liver oil,” “vaccines” 
and “divorce.” These indicate that the good result 
was obtained by methods other than those used jp 
treatment of allergy. One must note that the “cure” 
was not always permanent. Most of the lines end in 
“C” for cured—but “B” for better occurs in 3 instances; 
the asthma had returned in mild form. This basic 
asthmatic state or tendency was, and is, still present, 

The second reason to support the general concept of 
stress and strain as the cause of asthma is the result 
of treatment in general. 

In this country there are a number of large clinics 
devoted to the study and treatment of patients with 
one or another allergic disease, and it has been 
privilege to visit several of them. In each clinic the 
over-all results are good, and to about the same degree 
in all. The method of treatment varies widely. In 
several clinics doses of pollen extracts constitute the 
important method, but in some clinics the doses are 
pushed to a specified “top dose” while in others only 
small amounts are injected. In another group of 
clinics diets play the dominant role, but the theories 
and the methods of diagnosis based on them vary, and 
the diet lists which are given to the patient vary in 
principles as well as in details. In still other clinics 
local treatment of the nasal mucosa and the paranasal 
sinuses is emphasized more than other methods; and, 
finally, I myself use vaccines because I find that the 
local redness and swelling has an effect which is in 
some way beneficial. Since the effect of autogenous 
and stock vaccines is the same, I assume that this 
effect is “nonspecific.” 

In each of these many clinics the over-all results are 
good, and the fact suggests one or more principles com- 
mon to all. First, in each clinic the patient is taught 
how to control his symptoms. Epinephrine, ephedrine 
and aminophylline are prescribed as indicated. The 
antihistamine drugs may be added to make cominations 
of drugs. Potassium iodide is used freely, and it is the 
one best remedy. This “protection” of the patient 
from his symptoms is essential, for through it he gains 
confidence in overcoming his present difficulty and in 
managing his own future. Also, and ‘most important, 
he gains confidence in his physician. Second, the spe- 
cial treatment which the clinic gives is tangible ev- 
dence of an active, aggressive interest by the clinic and 
the physician in the welfare of the patient. He is made 
to understand that he will do well: he becomes opt 
mistic and encouraged instead of pessimistic 
discouraged, and he gains thereby. : 

A third reason for the concept of stress and straim 
as the cause of asthma is found in several cases m 
which patients died in an acute attack of asthma which 
was evidently caused entirely hy emotional factors. 
woman aged 38 had suffered from severe attacks 
asthma and also from severe emotional outbursts. She 
was unstable. Except for asthma, all examinations 
revealed normal conditions. She was sent to a mem 
hospital where at first her disturbance increased 
she became violent. However, her asthma impro 
A few days later her behavior also improved so that she 
could be promoted to a “good” ward, where she became 
almost normal in behavior and was asthma free. 90 
weeks later her husband came to see her at the hospi 
On the seventh day of his visits “she felt 
come over her” and soon became manic. Also, 
wheezed, and soon the asthma became severe. On the 
next night a sudden, violent paroxysm devel and 
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she died in it. Autopsy showed that the bronchi were 
plugged. This death was associated directly with the 
psychic disturbance. One may think of allergy to 
some dust substance emanating from the husband, but 
the idea is not good enough: the circumstantial evi- 
dence excludes it. No drugs were used except epineph- 
rine, aminophylline and oxygen. 

My thesis is, therefore, that in susceptible persons 
asthma can be caused by infection, by intoxication with 
drugs and by “depletion” on a psychosomatic basis, as 
well as by the reactions of allergy. Some of the prob- 
lems which demand investigation are illustrated by the 
diagram (fig. 1). What is the nature of the “asth- 
matic state’—the inherited factor? What is the com- 
mon denominator—the “H.- substance?” and can the 
release of this common denominator by the four 
mechanisms be demonstrated? If and when these 
questions can be answered, the treatment of asthma will 
hecome simplified greatly. 


CONCLUSIONS 


1. The kind of asthma which begins after age 40 is 
not often due to allergy: the cause is something which 
the patient carries with him at all times. 

2. Infections in the respiratory tract, primary or 
secondary, are important. 

3. More general disturbances of the body as a whole 
are more important—they are called “psychosomatic.” 

4. Physical disturbances—focal infections, malnutri- 
tion or poor general health from any cause—must be 
recognized, for they make a vicious circle with the 
asthma. The clinical history will tell whether these 
disturbances are cause or effect. 

5. Emotional factors are always present. Fear of 
the asthma must be controlled : the patient must be “‘pro- 
tected” and given confidence. 

6. Three observations support the theory of a psycho- 
somatic disturbance as the basis of the asthma: (a) the 
good results of general treatment on that basis; (>) the 
good results obtained in many clinics which protect the 
patient and encourage him, and (¢) the fact that death 
irom asthma can occur from nothing more than emo- 
tional strain. 

7. When the nature of the inherited factor, the 
nature of the common denominator and the mechanism 
of its release are understood, the treatment of asthma 
will be greatly simplified. 

263 Beacon Street (16). 


ABSTRACT OF DISCUSSION 


Dr. Siuon S. Leopotp, Philadelphia: If there were no 
other factors besides allergy in bronchial asthma, and if all 
that wheezes were asthma, it would not be so important that 
physicians specializing in allergy be well-trained clinicians. 
Clinical investigators, biochemists, physiologists and many 
others in the related fields of the fundamental sciences are 
contributing much knowledge to the study and treatment of 
the allergic diseases. For example, Selye’s concepts of the 
adaptation syndrome and the alarm reaction, to which Dr. 

kemann has referred, emphasize the tremendous importance 
of the hormones of the adrenal cortex and the anterior pituitary, 
im showing how profound pathologic changes can occur in 
remote structures when these hormones become depleted or are 
liberated in abnormally increased amounts in response to shock 
® stress. The arterial lesions of periarteritis nodosa, almost 
certainly an allergic disease, have been produced repeatedly by 

m rats by overdosage with anterior pituitary or corticoid 
hormones. Recently Hench and his co-workers, as the 
theumatoid arthritis are frequently induced by pregnancy, 
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by jaundice and by procedures capable of stimulating the adrenal 
cortex, such as general anesthesia or surgical operations, postu- 
lated that the antirheumatic substance X might be an adrenal 
hormone. They witnessed amazing clinical improvement in 
patients with advanced rheumatoid arthritis while they received 
either of the adrenal cortical hormones—cortisone (compound E) 
or pituitary adrenocorticotropic hormone (ACTH). Herbert 
and Rose have noted prompt disappearance of the pulmonary 
lesions of Loeffler’s syndrome and reduction in blood eosino- 
philia following the administration of pituitary adrenocortico- 
tropic hormone. This is significant because Loeffler’s syndrome 
is thought to be an allergic disease and is so recorded in Dr. 
Rackemann’s diagram. Dr. Rackemann’s statement that emo- 
tional strain alone caused the death of an asthmatic patient 
may be misconstrued unless it is postulated that strain pro- 
duced adrenal exhaustion in accordance with Selye’s concept. 
I would caution this audience to be skeptical in attributing 
an etiologic role to purely psychic factors in the production of 
allergic symptoms. Psychogenic factors alone do not cause 
allergic disease; only heredity makes the soil fertile. If they 
aggravate allergic symptoms, psychogenic factors possibly do 
so through the intervention or intermediation of the adrenal 
cortex and the pituitary gland. There are undoubtedly other 
related mechanisms, both endocrine and chemical, still await- 
ing discovery and elucidation. 


Dr. Georce Piness, Los Angeles: Dr. Rackemann’s paper 
requires discussion because of the confusion he has created in the 
mind of the general practitioner and those who have had long 
and extensive experience as specialists in allergy. Intrinsic 
asthma as defined and described by Dr. Rackemann is not 
descriptive of a definite clinical entity. Intrinsic asthma is 
employed for the want of a better term to indicate an inability 
to determine the etiologic basis in certain patients who have 
bronchial asthma. The cases described by Dr. Reckemann are 
typical of the group known as intractable asthma and should 
not be confused with status asthmaticus. The latter is of an 
acute nature and is a continuation of an acute bronchial asthma 
which does not respond to the ordinarily accepted methods 
of therapy. Intractable asthma follows the course described by 
Dr. Rackemann—the patient is seldom free of asthma. It is 
important to determine the etiologic basis in each instance 
before classifying the type. So-called intrinsic asthma does 
not limit itself to any particular age group, as Dr. Rackemann 
would lead one to believe. I have observed this type in all age 
groups. As has already been pointed out, infection is usually 
the chief etiologic factor, but there is always associated bronchial 
obstruction or foreign body mechanism as is observed in 
bronchiectasis. Intrinsic asthma is comparable to neuroderma- 
titis, a term used by the dermatologist so frequently when the 
causation is not determined. Dr. Rackemann presents a hope- 
ful picture for the patient with intrinsic asthma. All are agreed 
that such patients have continuous disability which is difficult 
to control or relieve. My experience is not that of Dr. Racke- 
mann’s. Frankly, my results are not as good as his. Vaccines, 
in my experience, have little if any value in the treatment 
of any type of bronchial asthma. It is nonspecific therapy. 
My observations to date with the use of antihistaminic drugs 
in bronchial asthma is that they are definitely contraindicated. 
Their use may be comparable to that of morphine, which has 
been practically eliminated from the list of drugs useful in the 
treatment of bronchial asthma. 


Dr. Francis M. RacKEMANN, Boston: I do not agree with 
Dr. Piness, but if we did agree about everything, we would 
not learn nearly so much. Perhaps I was a little forward in 
presenting the last case and suggesting that psychic factors were 
enough in themselves to cause asthma. I would like to lay 
great stress on the fact that asthma can occur only in a 
person who is predisposed: who has inherited something—the 
“asthmatic state,” the “X-factor”’—call it what you will. The 
soil must be prepared. The clinical picture is that of a severe 
intoxication with some poisonous substance. My diagram indi- 
cates that the same substance is released by a variety of mecha- 
nisms, of which allergy is one. Whether this common 
deneminator—this “H-substance”—is actually histamine itself, 
whether it is a lack of something which opposes histamine or 
whether it is an entirely different substance, is a problem which 
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remains unsolved. Dr. Piness suggests that the trouble in my 
last patient was really an infection. In this girl, and in others 
like her, there was no evidence that I could see of any infection. 
The infectious theory is interesting, but it is hard to prove, 
just as the psychogenic theory is also hard to prove. The 
whole subject is difficult: it would be easier if one could answer 
the three questions which I proposed: What is the nature 
of the “asthmatic state?” What is the nature of the common 
denominator—the “H-substance”? Can the release of this sub- 
stance by four different mechanisms be demonstrated? I do 
not agree with Dr. Piness that these cases are hopeless. I can 
help in a number of them. I showed a sample of 20 patients 
with such conditions who had been relieved of all symptoms. 


ASTHMA IN CHILDREN: SALIENT DIAG- 
NOSTIC PROBLEMS 


BRET RATNER, M.D. 
New York 


Inasmuch as at least 50 per cent of adult allergy has 
its onset in childhood, early diagnosis and unremitting 
specific therapy should lead to a considerable reduction 
in the incidence of asthma in the adult population. 

One must be alert to the early beginnings of respira- 
tory allergy. In some instances it is ushered in by 
recurrent episodes of sneezing, lacrimation, rhinitis and 
coughing. The early episodes will perforce be treated 
symptomatically, but if these recur time and again 
the possibility of the more serious allergic manifesta- 
tions, hay fever and asthma, must be considered. 
Eczema may in many instances be a forerunner of 
asthma. This is generally accepted by investigators in 
this field and should become common knowledge to 
all physicians. 

When the distribution of allergic syndromes is viewed 
as a whole, asthma is found to be the prevailing allergic 
manifestation. Whenever there js a multiplicity of 
syndromes, asthma is generally one of the complicating 
conditions.' 

The fact that asthma seems to be the dominant mani- 
festation of allergy makes it apparent that the lung 
structure is conspicuously predisposed to sensitization. 
This must in large measure be due to the great amount 
of smooth muscle tissue present in the terminal 
bronchioles, and it is here that the reaction ensues 
when the specific antigen gains entrance into the body. 
The histamine theory does not explain this predilection 
for lung tissue as well as does the antigen-antibody 
hypothesis.” 

PATHOLOGY 

Acute anaphylactic death in the guinea pig due to 
complete bronchiolar constriction was early correlated 
with human asthma by Meltzer. However, though 
acute anaphylactic death in the guinea pig can be com- 
pared with anaphylactic death in the human being, the 
chronicity of asthma produces a distinctive disease state. 
In brief, the pathologic picture in patients dying from 
asthma comprises the following conditions: (1) 
emphysema, lobular or universal; (2) edema of the 
bronchial wall; (3) sacculation of the epithelial layer 
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of the bronchi; (4) hypertrophy of the bronchial 
musculature; (5) thickening and hyalinization of the 
basement membrane of the medium-sized bronchi and 
occasionally of the bronchioles and large bronchi; (6) 
increase of mucus in the bronchial and glandular lumens 
and mucous plugs in the large and medium-sized 
bronchi; (7) hyperplasia and hypersecretory activity 
of the goblet cells of the bronchi and mucous glands; 
(8) degenerative changes of the cartilage cells of the 
bronchi; (9) eosinophilic infiltration of the bronchial 
wall, peribronchial tissues, subepithelial layers and, at 
times, the bronchial lymph nodes and alveoli, and (10) 
bronchial and bronchiolar stenosis caused by the exuda- 
tive and bronchomuscular systems. 


CERTAIN PHASES OF DIAGNOSIS 


It is a mistake to make a definite diagnosis of asthma 
on the basis of an isolated attack of dyspnea, even if it is 
accompanied with the objective observation of sibilant 
and sonorous rales. Only repeated occurrences of such 
a syndrome should arouse one’s suspicions, especially if 
it is preceded by or accompanied with eczema, urticaria 
or recurrent attacks of so-called colds or vasomotor 
rhinitis. During the period of observation, much 
valuable data may be obtained by careful questioning 
relative to diet and environmental factors. One can 
intimate to the parents that allergy is suspected as the 
cause of the child’s illness. Thus prepared with 
the information that recurrent episodes are to be 
expected, they will cooperate more fully with the 
physician in analyzing the circumstances surrounding 
the attacks. 

Value of History—Much can be accomplished by a 
detailed inquiry into all the circumstances surrounding 
each of the child’s attacks, including the things the 
child did prior to the attacks, the places visited, the time 
of day and the season of the year. If this is done 
painstakingly, it will become evident that the attacks 
have some relation to certain circumstances. (ne may 
readily surmise that, if the attacks come on only at 
night or in the early morning, there is some relation 
to the bedroom furnishings. Similarly, if the attacks 
are related to visits, much information can be gleaned 
that may in many instances clinch the diagnosis. If 
the attacks come on only in August or September, there 
is probably some relation to ragweed; if in the early 
spring, then trees may be implicated, and in June, the 
grasses. By searching for cause and effect, certam 
foods may be discovered to be the incriminating fattors. 
A history may thus give one a lead to specific offenders 
responsible for the child’s asthma, if for any reason one 
cannot have the benefit of skin testing and specialized 
study. 

Value of Nasal Smears——When nasal symptoms afe 
present, a differential diagnostic procedure which has 
been of inestimable value and which speeds diagnosis 
because of its objectivity is the study of the nasal secre 
tion. It is simple and direct, and it vividly delineates 
the extent and character of the cells present. The ch 
blows his nose onto waxed paper. The collecte 
secretion is spread on a Slide and stained with Hansel’s 
special stain, to be viewed under the microscope. No 
special counting is necessary, but a panoramic view 
the slide discloses whether eosinophils or neutrop 
predominate, or whether the secretion is mucoid 
contains preponderantly epithelial cells, bacteria of 
foreign material. One can then state that the as 
condition is of allergic, infectious or irritative orig™ 
Whether this is a foolproof method I am not 
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to state. Although the older method of viewing a thick 
mucopurulent exudate as infectious and a clear watery 
discharge as allergic was helpful, it had its limitations 
and was too subjective. With the Hansel method one 
may, with some degree of authority, state that a nasal 
secretion is allergic, partly allergic and partly infectious, 
or entirely infectious in character. I regard the method 
as helpful in the differentiation of allergy from infection, 
and for sheer objectivity it is far in advance of any 
previously available. I would not do without it now, 
and I consider it a useful diagnostic procedure.* 

Value of Fluoroscopy and Roentgenography.—Each 
asthmatic episode must be evaluated by the physician in 
charge. This was strikingly brought home to me in 
the case of a child who lived at a great distance. The 
frequency of asthmatic attacks in this child 3 years of 
age gave the pediatrician in charge a false sense of 
security. The mother called him, and after listening 
to the complaints he concluded that the child probably 
had another asthmatic attack and proceeded to prescribe 
symptomatic treatment over the telephone. Several 
days later the child died of an overwhelming lobar 
pneumonia diagnosed the day before death by roent- 
genograiiis, sputum tests and examination of the blood. 

I have had a number of patients with asthmatic 
symptoms in whom, by the aid of fluoroscopy and roent- 
genography, the disease was proved to be true inter- 
current pneumonia. The infections were resolved 
successiully with penicillin and sulfonamide therapy. 

Contrariwise, a high temperature should not lead to 
a diagnosis of pneumonia in an asthmatic child, for 
fever docs occur in uncomplicated asthmatic attacks 
especially in young children. 

The fluoroscope is as essential as the stethoscope in 
tuling out pulmonary disease, and at times its use is 
the only reliable measure for so doing. If it is at all 
feasible, any patient who suffers from an attack of 
asthma which persists for twenty-four hours or longer 
should be examined fluoroscopically or by roentgeno- 
grams. 

Value of the Protein Skin Test—I stress delaying 
the diagnosis of asthma and delaying skin tests because 
much harm is done by too hasty employment of this 
procedure. In many cases of allergy, tests in the early 
stage of the disease give completely negative results. It 
requires time for the skin to become sensitized. In 
some instances the condition is evanescent and clears 
spontaneously. Hence, the physician would do well to 
teirain from referring a child for skin testing until the 
child has had several asthmatic attacks over a period 
of at least a year. Once one embarks on skin testing, 
tt should be done with thoroughness. Despite its 
limitations, the protein skin test does compare favorably 
with other important diagnostic procedures and should 
not be scoffed at. 

It has long been thought that food sensitivities play 
the dominant role in allergy of childhood. That does 
hot prove to be so, for throughout infancy and child- 

Sensitivities to foods, inhalants and contactants 
Tun a more or less parallel course. Multiple sensitivi- 
lies are the rule and not the exception. After one has 

vered the specific offenders, brilliant results may, 
® occasion, be achieved merely by the elimination of 
the mMeriminating proteins. This may simply neces- 
pe the removal from the home of an animal pet or 

Particular piece of furniture. However, patients 


with 
— imtractable asthma as a rule have multiple sensi- 
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tivities, and the process is far more intricate. In my 
experience, really salutary permanent results in such 
patients can only be achieved after one to several years 
of observation and therapy, although often benefits may 
be perceived early in the course of treatment. Remis- 
sions are frequently encountered. Unless the parents 
are carefully educated, so that they may take cognizance 
of all complicating factors, results may be discouraging. 

Skin testing is not the sole diagnostic procedure 
essential for the proper appraisal of all factors involved 
in this complicated problem. The child must be studied 
and treated as a whole. The family history, the specific 
history of the child and an investigation of the environ- 
ment, all aid in the appraisal of the case. A complete 
chemical examination of the blood, blood and _ nasal 
cytologic studies, roentgenograms of the sinuses, chest 
and wrist bones, Mantoux test, urinalysis, and evalua- 
tion of psychosomatic factors help to appraise and rule 
out secondary factors. 

Can a child die during an attack of asthma? May 
such a death result from faulty treatment? These are 
questions always posed when asthma is the subject of 
discussion. Because of the anxiety and fear engendered 
in the parent and child by an attack of asthma, this 
syndrome appears in the forefront of emergency prac- 
tice, and the symptomatic therapy of the asthmatic 
attack is therefore of great interest to the physiciah. If 
the child is breathing forcefully and is not cyanosed, 
there is little danger. The harder he breathes, the better. 
lf a child is cyanosed and has shallow breathing or 
apnea, the situation is serious. If the sounds on 
auscultation are clear, loud and resonant, with sibilant 
and sonorous rales, the asthmatic attack is of no serious 
consequence. If auscultation discloses feeble sounds 
and there are moist rales, bronchial plugging is indi- 
cated. It is my belief that asthma due to bronchiolar 
constriction is usually relieved promptly by epinephrine 
or ephedrine. Asthma due to bronchial plugging is 
not relieved by antispasmodic drugs but only through 
emesis, steam inhalation and expectorants.5 The 
bronchiolar constriction usually results from foreign 
antigens, such as foods or serum, which enter the blood 
stream and act directly on the sensitized bronchiolar 
musculature to produce spasm. The bronchial plugging 
is usually due to an inhalant, which enters the air 
passages directly and produces its chief reaction in 
the lumen of the bronchi, with edema, excess mucous 
secretion and resultant obstruction. 


DIFFERENTIAL DIAGNOSIS 

The pattern of differential diagnosis is intricate. 

Pertussis——In early infancy pertussis may simulate 
asthma. In later childhood the condition may be 
wrongly diagnosed as pertussis and actually may be 
an allergic episode. Pertussis is differentiated from 
asthma by throat spray culture, by predominantly high 
lymphocyte count in the early stages, by absence of 
allergic history and by the type of cough and whoop. 

Cystic Fibrosis of the Pancreas—In early infancy 
cystic fibrosis of the pancreas also may simulate asthma. 
This diagnosis is made on the basis of the persistence of 
cough, disease of the lungs, failure to gain and the 
character of stools—large, fatty, homogeneous and foul 
smelling. 

Tuberculous Tracheobronchial Nodes.— Another 
cause of intractable cough with asthmatic breathing in 


Hansel, F. K.: 
Mosby Nose and Paranasal Sinuses, St. 


5. Ratner, B.: ag in Childhood: V. Choice of Dem in the Treat- 
ment of the Asthmatic Attack, New York State J. Med. : 2029, 1942. 
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early infancy may be the pressure of tuberculous lymph 
nodes on the tracheobronchial tree, producing a passive 
bronchoconstriction simulating asthma.* 

Status Asthmaticus.—lf every case of uncontrollable 
dyspnea is diagnosed a priori as status asthmaticus, dif- 
ficulties will be encountered. This state may be due 
to many and varied causes, and treatment depends on 
the underlying disease state. The type of status 
asthmaticus met with in adults does not often occur 
in childhood. When one does see it, particularly in 
the young infant, all the ingenuity of the attending 
physician is required to cope with the terrific struggle 
against death. It may be helpful at this point, there- 
fore, to discuss the etiologic basis of the prolonged 
state of asthmatic dyspnea, i. e., status asthmaticus, 
from the point of view of the pediatrician rather than 
the allergist. 

An active bronchiolar constriction, which is the basic 
physiologic factor in true allergic asthma, with secondary 
edema of the mucosa and possible plugging of the 
bronchi, are the conditions most frequently found in 
status asthmaticus of adults. In children the over- 
whelming majority of cases of prolonged dyspnea 
resembling status asthmaticus cannot be explained on 
the allergic basis. 

Passive bronchoconstriction, i. e., a narrowing of the 
bronchial tube due to outside pressure, should be dif- 
ferentiated from active bronchoconstriction, which 
results from a spasm of the bronchiolar smooth muscles. 

The term obstructive asthma might be applied to all 
conditions resulting in status asthmaticus, for even the 
true allergic bronchiolar constriction has as a compli- 
cating factor mucous plugs in the bronchi. 

\mong the causes that may be responsible for status 
asthmaticus simulating asthma in the young infant and 
child one may list: 

1. A foreign body in the esophagus which may compress 
the trachea by its bulk or by secondary swelling, or by 
both. 

2. Thymic compression stenosis or double aortic arch. 

3. Substernal goiter, sometimes congenital. 

4. Adenopathy: the most common site is at the bifurca- 
tion of the trachea. 

5. Cicatricial stenosis due to (a) a suppurating mediastinal 
gland or (b) prolonged sojourn of a foreign body. 

6. Foreign bodies in the air or food passages. 

7. Subglottic laryngitis associated with subglottic edema. 

8. Papillomas of the trachea or larynx. 

9. Pulmonary abscess, bronchiectasis and bronchopneumonia. 

10. Acute massive atelectasis or collapse of the lung. 

ll. Anaphylactic shock (nonfatal) resulting from injection. 

12. Massive contact with an allergenic dust. 

3. Aspiration pneumonia or laryngotracheobronchitis. 


In view of these many causes of prolonged and severe 
dyspnea in childhood, it is helpful to bear in mind the 
aphorism of Chevalier Jackson, “all is not asthma that 
wheezes.” Since treatment depends so largely on diag- 
nosis, it seems to me that alertness in differentiating 
the various causes of severe wheezing is of primary 
importance. 

I recently saw two newborn infants who appeared to 
have status asthmaticus. It was discovered that the 
symptoms of one were due to a papilloma of the trachea 
and those of the other to material inspired during 
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delivery. Had the conditions not been properly diag. 
nosed and appropriate treatment instituted, the outcome 
in both instances might have been fatal. Curiously both 
infants were moderately relieved by epinephrine, but 
oxygen had to be given and the obstruction removed 
before the prolonged asthmatic breathing cleared. 

A frequent cause of status asthmaticus in the young 
infant is illustrated in the following case. 

A child 1 year of age was admitted to the hospital with 
severe and unremitting dyspnea. Sibilant and sonorous rales 
were the dominant pulmonary signs. Epinephrine had no 
effect. Although there was no history of tuberculosis, a 
Mantoux test was strongly positive. A roentgenogram revealed 
an enlargement of the tracheobronchial glands and a massive 
consolidation of the hilar region. A tuberculous gland was 
also noted in the inguinal region. The infant died after 
eighteen days of unremitting “asthma.” Necropsy corroborated 
the clinical diagnosis.® 


1 have also observed an instance of recovery from 
tuberculous involvement simulating asthma. Peshkin 
and Fineman‘ have reported similar cases. La 
and Adams * cited the case of a young child with uncon- 
trollable asthma who suddenly coughed up large pieces 
of debris from a calcareous gland, as have others. 

I should also like to cite 2 instances of status asthmat- 
icus accidentally induced by intracutaneous test injec- 
tions. A boy nine years of age, who was hypersensitive 
to milk, received 0.02 cc. of a 1 per cent solution of pure 
lactalbumin intracutaneously. There promptly devel- 
oped severe dyspnea, which persisted for four days. 
Repeated small doses of epinephrine, oxygen therapy 
and phenobarbital finally relieved him. The other case 
was that of a horse dander-sensitive child in whom 
status asthmaticus developed, which lasted for five days, 
after an intracutaneous test with horse serum. He was 
treated by the same procedure as the preceding child 
and finally recovered. 

Because these cases of status asthmaticus are grave 
and may terminate fatally, the tendency is to treat them 
heroically. It must be admitted that the anxious state 
of the suffering child and the plaintive look of the 
terrified parents call forth heroic action on the part of 
the attending physician. But a forceful attitude too 
often leads to death. It is far wiser to be circumspect 
and analytic. The true case of status asthmaticus 
on an allergic basis requires a cheerful attitude on the 
part of all associated with the treatment. The anxiety 
of the patient must be intelligently handled. 

A small dose of epinephrine, 3 to 4 minims (0.18 to 
0.25 ce.) of a 1:1,000 dilution, should be given sub- 
cutaneously at repeated intervals. The importance of 
small doses cannot be too strongly emphasized. I am 
convinced that large doses of epinephrine are 
for they add insult to injury. After the patient has 
received large doses, not only must the physician com- 
bat the asthma, which is bad enough, but he s 
finds his patient with rapid pounding pulse, heightened 
blood pressure, tremor, extreme pallor, syncope @ 
almost complete loss of ability to battle for life. Give 
small doses of epinephrine and never large ones! 

I do not advocate the use of epinephrine by in 
I have no doubt of its reported efficacy in adults. In 
young children, however, inhalation of the drug # @ 
extremely dangerous procedure because of the posst 
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bility of excessive absorption and acute abdominal pain 
that may ensue. . 

Use of morphine is ill advised in these cases. I have 
been told of a child who implored her mother not to 
let the physician. give her another injection of morphine 
because it made her feel that she could not fight for 
breath any more. She got her second dose of morphine 
and died promptly. These children must be helped and 
not discouraged in their struggle. The same admonition 
holds true for large doses of ephedrine and, I might 
add, for atropine and the antihistaminic drugs.° 

For thymus compression, roentgen therapy is indi- 
cated, as well as supportive oxygen therapy. 

The bronchoscope must be used for the removal of 
thick, tenacious bronchial secretion, foreign bodies and 
papillomas. 

Huber '® once remarked that most patients with 
status asthmaticus die not because of their condition 
but because of what has been done to them. I am in 
accord with this point of view, particularly as regards 
young children. 

Loe ffier’s Syndrome: Allergic Pneumonitis—Various 
types oi “allergic pneumonitis” which present shadows 
in the roentgenogram have come to my attention 
recently. They occur often in conjunction with a high 
temperature. Such varied diagnoses as fibrosis, tuber- 
culosis, bronchopneumonia, bronchiectasis and lobar 
pneumonia have been made. These pneumonic infiltra- 
tions are fleeting as a rule, but may be prolonged. They 
are caused by pollen sensitivity, parasitic infection or 
drug allergy, and they are truly allergic episodes. 

Nonspecific Episodes——Nonallergic episodes in the 
allergic child must always be kept in mind. Those of 
less serious import are the cough following strenuous 
exercise or resulting from irritation produced by strong 
odors, such as fresh paint or camphor. Each situation 
must be carefully evaluated and differentiated from 
truly asthimatic episodes. 

Of more serious moment are the true pyogenic inter- 
current pneumonias which occur and must be treated 
specifically. The signs and symptoms are often those 
of true asthmatic episodes. They can only be dif- 
lerentiated by the aid of the fluoroscope or roent- 
genogram, as has keen emphasized previously. If a 
jatient with such infection is not treated properly, dire 
results may ensue. 

Great emphasis must be laid on psychosomatic inci- 
dents, which occur only too frequently once the pattern 
of asthma is established. However, these psychic dis- 
turbances must be differentiated from true allergic 
tpisodes, and the somatic phase must not too readily 
be relegated to second place. 


CONCLUSIONS 
1. Too often the allergist fails to diagnose con- 
(itions other than allergy, and by the same token the 
pediatrician often does not diagnose allergy when that 
condition actually exists. 
_2.Since proper therapy depends so largely on 
judicious and circumspect diagnosis, it is evident that 
“ertness in differentiating the various causes of wheez- 
of primary importance. 
9 East Seventy-Eighth Street (21) 
B.: An Evaluation of Benadryl, Pyribenzamine and Other 
rs antihistaminic Drugs in the Treatment of Allergy, J. Pediat. 
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ABSTRACT OF DISCUSSION 


Dr. James C. Overact, Nashville, Tenn.: I agree with Dr. 
Ratner that it is not wise usually to make a definite diagnosis 
of asthma on first hearing the typical chest manifestations. How- 
ever, I do believe that it is better to warn the family of the 
likelihood of the return of the attack of, say, bronchitis. In this 
way one can get the family to keep a closer watch on possible 
contactants, inhalants or other factors as causes. Having the 
family keep a diary of all activities, visits to the farm and foods 
eaten by the child may be of tremendous value later when the 
physician is doing skin tests or working out elimination diets. 
Also, at a routine postillness check-up, a more complete past 
and possible present allergic history on parents, relatives and 
patient may be obtained, which may help to confirm or disprove 
the physician's first impression. One procedure emphasized in 
a physical examination, which is generally neglected, is a careful 
examination of the nasal mucosa. Every well-trained physician, 
especially one interested in allergy, should recognize the pale, 
boggy, swollen, typically allergic-looking nose. But is it always 
looked for? And, if it is present, does the physician make the 
confirmatory nasal smear? If the child is too small to cooperate 
and blow his nose onto oiled or waxed paper, then the tip of a 
small soft rubber catheter with extra perforations can be 
attached to a medicine dropper and some of the secretion suc- 
tioned out for smears. Another test which should be done 
routinely is the tuberculin test. In my office, every new patient 
has this test on the first visit—and it is repeated every two 
years—using the Mantoux (Koch’s old tuberculin) and 0.1 mg. 
of the 1:1,000 dilution. If there is a family history of tubercu- 
losis, the test is repeated yearly as long as the reaction is 
negative. For the past three years, the histoplasmin test has 
been added as a routine. I commend the routine roentgenogram 
of the chest for all children who have recurrent asthma of 
sufficient severity to warrant an allergic work-up. However, it 
seems that lateral as well as anteroposterior views should be 
made, for in this way possible mediastinal disease can be more 
definitely diagnosed. In addition to the three clinical examples of 
diseases frequently mistaken for asthma cited by Dr. Ratner, 
I should like to add two more. The first of these is laryngitis, or 
croup, in its severe form called laryngotracheobronchitis. 
Another condition that seems to give a great deal of diagnostic 
difficulty is congenital stridor. Of course, this is troublesome 
usually in infancy and at an age when it is unusual to see 
asthma. Yet I saw 3 cases of asthma in babies under 6 months 
of age during the past winter. 


Dr. WALTER Finke, Rochester, N. Y.: It is not clear when 
Dr. Ratner thinks a pneumonitis accompanied with fever is 
allergic and when he thinks it is real pneumonia. One sees true 
bacterial infections every day, be they demonstrable and in the 
acute stage or not demonstrable by the usual methods, in many 
children with bronchitis who may benefit from epinephrine 
therapy. But who can say that these chronic infections represent 
allergic conditions merely because the children have a relative 
with asthma or another allergic condition? Such a conclusion 
is not reliable. I believe that one should pay due attention to 
bacterial respiratory infection in children, which in later years 
frequently initiates pulmonary disease and this infectious asthma, 
as it is called, and that the elimination of the infection by per- 
sistent early treatment with penicillin, aerosol or by injection, 
will prevent chronic infectious asthma in later life. I do not 
think one should say “this is an allergic pneumonitis because 
this child had eczema in infancy.” Many persons have had 
eczema in childhood, and 10 per cent of the population have 
more or less pronounced allergic symptoms. I consider an 
allergic condition in bronchial infections as incidental. I think 
that the two conditions should be considered and treated sepa- 
rately. Only in this way will due consideration be given the 
serious complications that may result from recurrent respiratory 
infection initiated in childhood. 

Dr. Epwarp O’Keere, Lynn, Mass.: Dr. Ratner spoke 
about mistakes in diagnosis of conditions. He mentioned tuber- 
culosis, foreign bodies and many other things. Only those who 
have done little work in allergy have failed to make some of 
the mistakes of which Dr. Ratner spoke. Perhaps such mistakes 
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are more common among those who engage in general practice. 
I agree that those with a general pediatric practice are more apt 
to make these mistakes, because their attention is not focused 
as well on the subject of allergy. Also, of course, physicians 
who are limiting their practice to allergy have the advantage of 
having the cases screened by those who are doing general prac- 
tice or pediatrics. A great many cases that are screened for 
them never reach their desks. 

Dr. Bret Ratner, New York: Dr. Overall’s suggestion 
about doing routine nasal smears was interesting. We attempted 
that as an experimental project. We have a hospital service of 
300 tuberculous children. Without any preliminary efforts, we 
did nasal smears on the 300 children. We discovered 22 allergic 
persons, proved by skin tests. We therefore think there is great 
validity to the nasal smear. The addition of laryngotracheo- 
bronchitis to the diseases frequently mistaken for asthma is a 
good one. The mention of asthma in a child aged 6 months 
brings to mind the fact that, as the years go by, we are all 
beginning to see asthma in the first year, something we did not 
see many years ago. Perhaps this is due to the orientation of 
allergy among the physicians at large. Dr. Finke emphasized 
infectious asthma, and I agree that it is important. However, 
I would suggest to Dr. Finke that undue emphasis of that dis- 
ease is not warranted. One must be cognizant of infectious 
episodes and of psychosomatic factors. But the whole problem 
of allergy should be viewed as an entity at all times. It is not 
all infection. It is not a question of whether a child had eczema 
and then had an infectious bronchitis. The point is to be alert, 
circumspect and judicious and to try to encompass the entire 
field at all times. Dr. O’Keefe remarked about the importance 
of this problem of screening, and I think that eventually all 
allergies will be taken care of by the body of pediatricians and 
by the body of general practitioners, and only the complicated 
and more difficult cases by allergists. 


EVALUATION OF DIZZINESS 


DAVID D. DeWEESE, M.D. 
Portland, Ore. 


Of all the varied symptoms a patient presents to a 
physician, dizziness is one of the most common as 
well as one of the most confusing. It is always con- 
fusing to the patient. Frequently it is more confusing 
to the physician. Yet, within certain limits, it is 
possible to classify dizziness according to recognizable 
entities. By so doing the physician not only clarifies 
part of his confusion, but also establishes some basis 
for rational therapy. 

The statements, “within certain limits” and “clarifies 
part of his confusion,” are used advisedly, since, regard- 
less of the classification, there will always remain 
certain patients whose dizziness is never exactly 
understood and whose treatment must be a regimen 
of trial and error. This does not imply that classifica- 
tion, so far as it is possible, is of no value. Just the 
opposite is true. The physician must have certain 
classifications of established symptom complexes 
which, when all the criteria of each is met, point to 
a specific diagnosis and lead to a specific treatment. 

Evaluation of any symptom is impossible without a 
knowledge of the factors that can be involved in its 
production. The symptom dizziness means a disturbed 
sense of relationship to space. Orientation of the 
body in space is controlled by a complicated system 
which includes the eyes, the proprioceptive system, 
the labyrinth, or statokinetic system, and the cere- 
bellum. The cerebrum must also be included, since 
dizziness is a conscious symptom. Labyrinth, as 
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used here, is intended to include the end organ (semi- 
circular canals and utricle), the vestibular portion of 
the eighth cranial nerve and the vestibular nuclei in 
the brain stem. 

Disturbed function of any of the parts mentioned 
may produce dizziness. However, only a disturbance 
of the statokinetic system gives rise to true, whirling 
vertigo. The latter, somewhat dogmatic, statement 
implies that dizziness may mean several sensations to 
the patient. He may experience true whirling, often 
in a given direction, or the subjective sensation may 
be one of uncertainty, insecurity, giddiness, weakness, 
confusion, blankness or unsteadiness. The patient, 
however, describes them all as dizziness. 


HISTORY 


The first step in evaluating dizziness is the record- 
ing Of a detailed history. More insight into what the 
patient means can be gained from a carefully taken 
history than from any other source. 

What does the physician wish to learn from the 
history? First, he hopes to determine whether the 
patient has experienced true whirling. The direction 
and character of motion are of little value as compared 
with the fact that there is a sensation of motion. A 
question frequently asked of the patient is, “Does the 
room move around you, or do you seem to be whirl 
ing?” An affirmative answer to either part of the 
question is sought. Too often the examining physician 
assumes there must be a sense of motion if the patient 
is dizzy. A quick statement that “the room seems 
to move around” must not be accepted immediately, 
but should be carefully probed until the examiner is 
convinced there is a sense of movement. There is a 
true sense of movement if, when the patient’s eyes 
are open, objects seem to move around, and if, when 
his eyes are closed, he feels he is moving. Both 
conditions indicate true vertigo and narrow the field 
of investigation to the end organ, the eighth cranial 
nerve or the vestibular nuclei, if the premise that 
vertigo arises only from the statokinetic system is 
accepted. If a sense of motion cannot be proved by 


questioning, the entire body becomes the field for - 


investigation. 

Second, the physician is interested in any associated 
disturbance of hearing. If hearing loss or tinnitus, 
or both, accompany the dizziness, localization of the 
cause may be easier. The physician should expect 
to find disturbances of hearing associated more com- 
monly with true whirling than with other, less well 
defined sensations. However, he should be aware 
that true vertigo can occur without hearing loss. 

Third, the physician wants to discover the patter 
of the dizziness. The primary object of the questioning 
here is to determine whether the sensation is contimu- 
ous or paroxysmal, followed by periods of complete 
relief. It is of considerable value that he know 
whether the dizziness is brought on or made worse 
by changes of position and whether it is present 
in certain positions.’ If a definite pattern can be wo 
out, the diagnosis is frequently established without 
further investigation. However, he may wish to 
out other possibilities with further tests or laboratoty 
examinations. If a pattern cannot be worked oUt, 
he is again faced with investigation of the entire body. 

Fourth, the physician is interested in learning the 
degree of dizziness. Severe vertigo, with a definite 
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rotation or definite direction of motion causing nausea 
and vomiting, is, in the absence of acute disease of the 
central nervous system, most frequently due to an end 
organ lesion. Less severe dizziness may arise from 
disease in any part of the body. 


EXAMINATIONS 


How much can the physical examination help the 
physician in evaluating the dizzy patient? Frequently 
the examination shows normal conditions. Often, 
however, conditions are discovered which may be of 
great help. In a discussion of this length it is impos- 
sible to detail all the physical signs of the diseases in 
which dizziness may be one symptom. It is possible, 
however, to point out certain signs that can be easily 
checked and that are important in determining the 
probable cause of the dizziness. 

The most important physical sign is spontaneous 
nystagmus, and the spontaneous nystagmus of greatest 
significance is in the primary position with the eyes 
straight forward. Nystagmus on lateral gaze is often 
physiologic and not of importance unless excessive 
or unusual in type. Spontaneous vertical nystagmus 
or diagonal nystagmus are believed to be almost diag- 
nostic of central nervous system disease. However, 
cats have shown vertical nystagmus after the experi- 
mental production of end organ lesions.” Nystagmus 
in a diiferent direction in the two eyes is always 
indicative of central nervous system disease. It is 
well to remember that the barbiturate drugs, used in 
excess or over long periods, may produce nystagmus. 
Fine nystagmus may be missed completely, since the 
normal fixation power of the eye muscles may be 
strong enough to overcome it. It is often of value, 
therefore, to cover the eyes with plus 20 lenses or to 
examine the fundi with an ophthalmoscope to determine 
the presence of fine nystagmus. The physician may 
not always see this nystagmus. But when he does, 
he may be sure there is disease and reasonably sure 
the disease lies within the statokinetic system. 

Gross muscle imbalance or simple glaucoma may 
constitute the entire cause of dizziness. Therefore 
a complete eye examination may be necessary. Tests 
of the corneal reflex should not be neglected, since 
a diminution in or loss of normal corneal reflex is 
olten the first additional sign in tumors of the cere- 
bellopontine angle, regardless of type. The possibility 
of acoustic neuroma should always be borne in mind. 
However, this is an uncommon occurrence when com- 
pared with other disturbances causing dizziness. 

Examination of the ear is of particular value in 
attempting to discover the cause of dizziness. Impacted 
wax, foreign bodies in the external canal, retracted 
car drums or trauma of the middle ear may all be 
causes of mild dizziness. The presence of chronic 
suppurative otitis media may always be suspected of 
being the probable cause of the dizziness. A positive 
reaction to a fistula test when there is a perforated ear 
drum, even though the ear is dry, is evidence enough 
to indict the ear as the underlying cause of vertigo. 
These conditions are, fortunately, obvious and rarely 
Rusinterpreted. 

€ more important examination of the ear in 
yee the dizzy patient is the functional examina- 
. The attempt here is to determine, as far as is 
Possible with present equipment and present knowledge, 


2. Spiegel EA 
Peri » = A., and Scala, N. P.: Vertical Nystagmus Produced b 
pheral Labyrinthine Lesions, Arch. Otolaryng. 40: 160 (Sept.) 1944. 


the function of the cochlea, the labyrinth and the eighth 
cranial nerve. An audiogram should always be done 
on the patient complaining of dizziness, even though 
there is no complaint of hearing loss. Not infrequently 
high tone losses will be discovered which, if unilateral, 
may be of aid in localizing abnormal changes. Masking 
of the opposite ear when testing for bone conduction 
is a practice which must be followed if the physician 
is to interpret the type of hearing loss found. With 
a severely damaged nerve on one side, the patient 
may still hear a loud bone-conducted stimulation in 
the good ear, even when it is well masked. Therefore. 
the physician should be sure the bone-conducted sound 
is heard in the ear being tested. A simple explana- 
tion to the patient of what is desired in the way of 
response is frequently helpful in avoiding misinter- 
pretation. 

Tests with the tuning fork should be employed to 
support or refute any questionable audiometric observa- 
tions. Here, again, masking with the Barany noise 
box or other suitable sources of sound should be 
carried out when the physician is testing for bone 
conduction loss and also for air conduction loss, if 
it is severe. There are few characteristic audiograms 
of specific diseases. 

In general, disturbances of equilibrium and dim- 
inution of cochlear function parallel each other when 
there are lesions of the end organ and the nerve. In 
the brain stem, however, the vestibular and cochlear 
nuclei are separated widely enough so that only a 
minute lesion will affect either without also involving 
the nuclei of other cranial nerves. Brain stem lesions 
may therefore give rise to dizziness without hearing loss. 

The functional examination of the semicircular canal 
system is most easily done with the caloric test. Com- 
monly employed is the Kobrak technic, which utilizes 
ice water or water at a given number of degrees below 
body temperature. Some investigators prefer to test 
with both warm and cold water. The exact interpre- 
tation of the warm and cold water tests, as reported 
by Cawthorne, Fitzgerald and Hallpike,* is now subject 
to confirmation by other experiments * and is not at 
present a practical office procedure. 

Clinicaily it is important that the physician remember 
to use the same technic on all patients under conditions 
which have as few variables as possible. Evaluation 
of patients and of opposite ears in the same patient is 
then possible. I prefer to use 4.0 cc. of ice water 
directed toward the posterior portion of the ear drum. 
It is convenient to use a 22 gage needle on a Luer lock 
syringe and to observe the stream of water through an 
ear speculum. Since the latent period of onset oi 
nystagmus is determined by the strength of the stimulus, 
the temperature of the water used should be constant. 
The intensity of the reaction varies with the duration 
of the stimulus. Therefore, the duration should be 
constant from patient to patient and from ear to ear 
in the same patient. 

Since the reaction to caloric stimulation varies in 
different persons and also in the same person at dif- 
ferent timeS,* there is a wide range of reactions which 
must be considered normal. However, the average 
limits must constantly be remembered. The physician 
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cannot expect detailed information from the usual 
office caloric test. He can be sure only of hypoactivity, 
hyperirritability or complete loss of function. Knowl- 
edge of these conditions is of value in classifying the 
probable underlying disease. 


DIFFERENTIAL DIAGNOSIS 

It is not wise for the physician to focus all his 
attention on hearing and labyrinthine function, for in 
the great majority of patients complaining of dizziness 
the functional examination of the ear will be normal. 
It is necessary to have in mind a considerable group 
of diseases which may cause dizziness and to know 
some of the more common characteristics of these 
(liseases, so that the entire examination, beginning with 
the recording of the history, will narrow the field of 
possibilities. 

The most important diseases affecting the proprio- 
ceptive system are tabes dorsalis, pellagra and 
pernicious anemia. It is of value, therefore, to make 
a complete blood cell count, serologic determination 
and neurologic examination, if these diseases are 
suspected. Lightning pains and gastric crises occur 
often in tabes. Dermatitis, diarrhea and manifestations 
of vitamin deficiency are usually present with pellagra. 

Cerebral anoxemia, regardless of how produced, is 
one of the most common disturbances producing 
dizziness. Arteriosclerosis and hypertensive cardiovas- 
cular disease, which are common causes of transient 
cerebral anoxemia, often produce a more or less 
constant feeling of uncertainty or intermittent mild 
attacks of dizziness in which whirling vertigo is not 
found. In postural hypotension, another frequent 
cause of cerebral anoxemia, dizziness occurs when 
the patient rises suddenly from a recumbent or sitting 
position to the erect standing position. Examination 
of the vascular system, including blood pressure read- 
ings, is therefore a necessary part of the evaluation of 
the dizzy patient. Pernicious anemia has already been 
mentioned in its relation to disturbance of the proprio- 
ceptive sensations. However, any anemia, whether 
produced by simple iron deficiency, hemorrhage or 
leukemia, may produce transient or recurrent dizziness 
as a result of cerebral anoxemia. Again, the routine 
blood cell count becomes valuable in the attempt to 
evaluate the cause of dizziness. 

A group of conditions that produce sudden and 
slightly more prolonged cerebral anoxemia are also 
important to keep in mind as possibilities. These are: 
paroxysmal auricular fibrillation; aortic stenosis with 
insufficiency, accompanied with venticular fibrillation ; 
attacks of arteriosclerotic heart disease (Adams-Stokes 
disease ), and carotid sinus hypersensitivity. Because of 
the paroxysmal nature of these conditions they are 
often confused with or misinterpreted as Méniére’s 
syndrome. In some cases it may be necessary to with- 
hold a final opinion until the patient can be observed 
during an attack. However, careful attention to the 
details of the past history and thorough physical exam- 
ination will cut down the likelihood of errors. Gross 
irregularities in cardiac rhythm are easily discovered 
by the simple procedure of measuring the radial pulse 
rate. Fewer errors in diagnosis will be made if the 


physician adheres to a rigid interpretation of vertigo 
and demands specific criteria for Méniére’s syndrome 
and other entities. 

Paroxysmal dizziness caused by metabolic dis- 
turbances and manifesting itself through the central 
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nervous system is less commonly seen but should be 
kept in mind. Migraine may produce paroxysmal 
dizziness. However, this is frequently accompanied 
with headache of a certain pattern which may help 
in the diagnosis. Hyperinsulinism from a_panereatic 
tumor, producing attacks of hypoglycemia, is another 
possibility. Any paroxysmal dizziness which appears 
to have a definite relationship to hunger or occurs with 
a definite relationship to the ingestion of food should 
at least raise this possibility in the mind of the 
examining physician. A fasting blood sugar and q 
dextrose tolerance curve may, therefore, be indicated 
for some patients. Paroxysmal dizziness may be the 
only symptom of petit mal. Adrenal medullary tumor, 
giving rise to paroxysmal hypertension, is still another 
possibility in this group. Attacks of tetany from para- 
thyroid insufficiency following thyroidectomy may also 
give rise to dizziness of this type. Patients with these 
symptoms may take long and careful study before the 
correct answer is found. But all the conditions men- 
tioned should be remembered as possible causes of 
dizziness. 

Dizziness is frequently produced by infections of the 
central nervous system such as meningitis, encephalitis 
and syphilis. These are mentioned here jor the sake 
of thoroughness alone, since the other signs and symp- 
toms coincident with these diseases will indicate the 
diagnosis. Dizziness is a common symptom of increased 
intracranial pressure, regardless of its cause. However, 
dizziness alone seldom leads to the diagnosis of brain 
tumor or other destructive disease inside the calvarium. 
Other symptoms and neurologic conditions are far more 
important in localizing intracranial disease. In these 
cases it may be of definite value to know whether there 
is depression of function of the inner ear on one or both 
sides. However, the disturbance of inner ear function 
in these cases does not lead to the diagnosis without 
more specific neurologic conditions. 

One of the physician’s most perplexing problems is 
the evaluation of dizziness following head injury. Its 
well known that dizziness of all degrees, not inf Nl 
lasting for months or recurring after a period of quies- 
cence, commonly follows head injuries. When it 1s 
associated with a demonstrable, persistent hearing loss 
the physician is justified in assuming that the damage 
is in the end organ or the nerve. But when it persists 
without hearing loss, the evaluation is difficult. Multi 
ple small brain hemorrhages can cause dizziness, 
concussion can give rise to dizziness, tinnitus, I 
and other symptoms without any positive physical 
ings. Frequently the physician is called on to evalt 
ate disability following accidental injury for purposé 
of compensation. There is no set of rules here which 
can aid in the evaluation, since compensation neuross 
and outright malingering are common and ¢ 
difficult to separate from true dizziness. It is best ® 
give the patient the benefit of any doubt if positive sg™ 
of neurosis or malingering cannot be discovered. 

Dizziness which is systematized or whirling in nature 
presents a more dramatic sequence of events and 
seen in lesions involving the end organ, the nerve 
the brain stem. 

So much has been written and Said about Ménieres 
syndrome, or labyrinthine hydrops, that any lengty 
discussion here is superfluous. The ; 
extremely common but has too often been used 38 
“wastebasket” into which far too many Cas. 
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wheres to the following criteria before making the 
jfnite diagnosis of labyrinthine hydrops, he will meet 
ith more success in the management of this condition : 
| There must be paroxysmal attacks of whirling ver- 
igo, usually with abrupt onset, almost always accom- 
sanied with 1iausea and vomiting, lasting hours not days, 
id with complete freedom from vertigo between 
stacks. 2. There must be an accompanying perceptive 
yaring loss, ‘requently fluctuating, almost always pro- 
ressive ancl usually more severe in one ear. 3. There 
aust be accompanying tinnitus, most commonly per- 
stent between attacks and frequently fluctuating. The 
sociated hearing loss is often a flat, low tone 
enceptive loss, and the caloric reaction is typically 
iypoactive on both sides, although not necessarily equal. 

‘the physician insists on these criteria, he may begin to 
il one category in the evaluation of the dizzy patient. 
Of more common occurrence is a syndrome fre- 
wently called acute toxic labyrinthitis. In this con- 
ition the patient experiences gradually increasing 
shirling vertigo over a one to three day period, after 
hich there fllows a slow subsidence of symptoms over 
itwo to six week period. The typical and important 
gquence is that of steady improvement day by day 
iter the height of vertigo has been reached. There is 
w associate! hearing loss or tinnitus. Acute toxic 
alyrinthitis often follows an acute febrile disease but is 
mmonly secn after food or alcoholic indiscretion or 
iter the use of any type of drug. The use of the word 
wie is an admission of ignorance. Frequently the 
ase of the labyrinthitis is never discovered. The most 
lective treatment is to assure the patient of his impend- 
ng complete recovery. 

Dizziness irom specific toxic causes cannot be dis- 
used without reemphasizing the effect of streptomycin 
ierapy. Physicians have all been made aware of this 
luring the past two years. It is now felt that treatment 
mthno more than 1 Gm. daily is safe. However, any 
iatient being given streptomycin therapy should be 
watched daily for signs of early labyrinthine dys- 
imetion. 

The end organ may be suddenly and completely 
*stroyed, either by injury or hemorrhage. The pro- 
session of syinptoms here is dramatic—sudden, over- 
vieming vertigo, nausea, vomiting, loud tinnitus and 
‘mplete loss of hearing. Audiometric and caloric 
‘sts of the involved ear elicit no response, and the prog- 
uss for hearing on the involved side is hopeless. 
Fortunately, slow compensation takes place over a 
“i to twenty day period, and gradually the opposite 
abyrinth controls reasonably well the function pre- 
nously governed by both labyrinths. The same symp- 
“ts May occur from sudden severance of the eighth 
a nerve by basilar skull fracture. In this injury 
nal frequently coincident damage to the sixth and 
me. osaaee nerves because of their anatomically 
tionship to the eighth nerve. 
te umor of the cerebellopontine angle does not produce 

“Severe attacks of vertigo seen in end organ irritation, 
though the process involves the statokinetic sys- 
ail pressure or irritation from tumor in this 
and gives rise to slow, progressive hearing loss, tinnitus 
mr — These symptoms are not sufficient, as a 

’,.afrant surgical exploration without added 
corneal Cerebellar signs, 
ie the _Increasing intracranial pressure 

‘ommon associated conditions. The fifth and 
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seventh cranial nerves are usually involved earliest after 
the eighth nerve. Meningioma is the most common 
tumor in this area. Roentgenograms taken in the 
Stenver and Towne positions are the most valuable in 
attempting to demonstrate erosion or enlargement of 
the internal auditory meatus. 

Lesions of the brain stem are causes of whirling 
vertigo. Abnormality here is more likely to produce 
vertigo without hearing loss, except in widespread dam- 
age to the brain stem, in which case other associated 
cranial nerve signs will confirm the diagnosis. The 
onset of vertigo in brain stem lesions may be sudden 
when caused by thrombosis of the posteroinferior cere- 
bellar artery or by multiple sclerosis. The latter disease 
is not uncommon and should be suspected in persistent 
vertigo which does not fit the pattern of toxic laby- 
rinthitis or Méniére’s syndrome. A carefully recorded 
history, with special reference to other, suddenly occur- 
ring, neurologic symptoms which have cleared in the 
past, may lead the physician to suspect multiple sclerosis 
as the cause of the vertigo. 

Finally, the possibility of dizziness as a functional 
symptom must be considered. Although the neurotic 
patient may have dizziness as one of his symptoms, 
I do not feel that it is as common as the dizziness caused 
by organic disease. Functional dizziness has too often 
been used as another “wastebasket” into which those 
cases the physician is unable to classify are thrown. 
A careful evaluation, including reliable consultation, 
must be done before this diagnosis is made. The diag- 
nosis should be made on positive signs of neurosis, and 
even then it should be made with some reservation. 
To label a symptom such as dizziness functional or 
neurotic too often dulls the investigative intelligence of 
the physician and leads to errors in diagnosis or neglect 
of other signs of organic disease. 


CONCLUSION 


In conclusion, I wish to emphasize again the impor- 
tance of a careful recording of the patient’s history and 
an attempt to segregate whirling vertigo from other 
sensations described as dizziness by the patient. I also 
wish to suggest that the otolaryngologist become 
increasingly more alert to general systemic diseases 
which may be manifested by otolaryngologic symptoms. 
In evaluating the condition of the dizzy patient more is 
expected from the otologic consultation than a simple 
statement that the ear does not seem to be the cause of 
the dizziness. The careful observer will often discover 
an elusive sign or symptom which has been overlooked, 
regardless of the thoroughness of previous examinations. 
The correct evaluation of the dizzy patient will be made 
in a higher percentage of cases if the otolaryngologist 
adopts a broad approach and is constantly aware of the 
possible influence of systemic disease in the production 
of this symptom. 

SUMMARY 

1. Dizziness is one of the most common and most 
confusing symptoms presented by the patient. A care- 
fully taken history is important in the evaluation of 
this symptom. It is also important that whirling vertigo 
be distinguished from other sensations described as 
dizziness by the patient. 

2. Systematized vertigo usually indicates disease of 
the statokinetic system. 

3. Nonsystematized vertigo may arise from disease 
in any part of the body. 
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4. Disease of the proprioceptive, cardiovascular and 
central nervous systems commonly gives rise to dizzi- 
ness outside the statokinetic system. 

5. The otolaryngologist should become increasingly 
more alert to general systemic diseases in which dizzi- 
ness is one symptom. 


1216 S. W. Yamhill Street. 


ABSTRACT OF DISCUSSION 


Dre. Frank D. Laturor, Boston: Dr. DeWeese has presented 
one of the most intriguing and baffling problems in otolaryn- 
gology. I agree with his presentation and will confine my 
discussion to an elaboration of some of the points he was unable 
to amplify because of the lack of time. A carefully recorded 
history is the most important single factor in evaluation of 
the condition of a patient who complains of dizziness. Since the 
symptom of dizziness usually cannot be observed, the physician 
ust interpret and correlate the patient's description of his 
symptom with similar episodes that he has experienced per- 
sonally. Almost everyone has suffered true vertigo as a result 
of childhood games. The episodes of dizziness that occur after 
a tightly wound swing has been allowed to unwind or after 
having been thrown from the rapidly rotating turntable com- 
tion to the fun houses at amusement parks are examples. If 
the dizziness of which the patient complains is similar to or 
identical with the sensation the physician has felt as a result 
of experiences such as these, he is in a position to understand 
and evaluate the symptoms experienced by the patient. The 
patient who has vertigo is frequently slighted. The office 
schedule of the average otolaryngologist is based on fifteen 
iinute intervals for the examination and treatment of a patient. 
| de not believe that it is possible in such a short interval to 
/btain an adequate history and to make the routine and special 
«\aminations necessary for proper evaluation of patients who 
complain of dizziness. With respect to spontaneous nystagmus, 
it is important that the physician determine whether it is of 
‘cular or labyrinthine origin. Ocular nystagmus is always 
associated with ophthalmic disease. It may be necessary to 
refer the patient to an ophthalmologist to discover whether an 
“bnormality of the visual apparatus exists that would explain 
ihe spontaneous nystagmus. 

De. James W. McLaurin, Baton Rouge, La.; I am in com- 
plete agreement with the concept and diagnosis of the evalu- 
ation of the dizzy patient that Dr. DeWeese has presented. 
‘The dizzy patient is always unhappy and is frequently more or 
In the past he has not had the attention his 
condition requires. Diagnosis has been perfunctory and evalu- 
ation superficial. He has been dropped, as Dr. DeWeese well 
put it, into one “wastebasket” or another, particularly those of 
Méniére’s disease and functional dizziness. Therapy, as a result, 
has been correspondingly superficial and unsatisfactory. One 
cause of the poor management of these patients has been the 
inadequate time alloted to them. My results with these patients 
hegan to improve when I began to give them more time, even 
though my methods of treatment were entirely unchanged. In 
the office of my associates and myself, the dizzy patient is given 
two appointments. These are not necessarily consecutive. The 
patient is seen first by the otolaryngologist, who carefully 
records the history and does a thorough examination of his ears, 
nose, throat and larynx. At the conclusion of this examination, 
the patient is turned over to office personnel for audiograms 
and laboratory tests. After these are completed, the otolaryn- 
gologist again sees the patient, and the history is reviewed in 
the light of the new data. Tests which have elicited question- 
able results are repeated. And the cause of the complaint of 
dizziness is arrived at or, if it cannot be, arrangements are made 
for further investigations with the aid of such consultants as 
may seem necessary. Dr. DeWeese is correct in placing 
emphasis on adequate history taking. It is of primary impor- 
tance in the case of the dizzy patient and often furnishes a clue 
to the nature of the symptom. It is a good plan for the phy- 
sician to let the patient tell the story in his own words before 


less incapacitated. 
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beginning to ask him questions. It is always essential, as Dr. 
DeWeese said, to learn exactly what the patient means by the 


word dizzy. I should like to emphasize the importance of 
doing audiograms on all patients complaining of dizziness, even 
though there is no complaint of hearing loss. Air conduction 
audiograms alone are not enough, and bone conduction myst 
be tested with masking of the opposite ear to be sure that 
the sound is being heard in the ear tested. To complete this 
test tuning forks must be used to confirm or disprove the audio- 
metric findings. It is a great mistake to discard the tuning 
forks, for nothing takes their place. 

Dr. Lester Coreman, New York: I was aware that the 
functional aspects of dizziness were presented all too super- 
ficially, and for the moment I shall encroach on the jargon of 
the neuropsychiatrists, who feel that polysyllabic words are 
of their own possession. I am going to neglect the neurogenic 
and psychogenic aspects in the causes of vestibular dizziness, 
I think we will all agree that there are functional factors pro- 
voking dizziness. I am impressed by the fact that the dizzy 
patient in the free intervals is a remarkably unserviceable 
human being. I find that my patients with dizziness, whether 
or not I discover the basic cause for that dizziness, are com- 
pletely unable to function as human beings in their homes, in 
their families or in other environments. They live with a 
triad of dizziness, tinnitus (usually accompanying dizziness) 
and the thought of impending deafness. The mere fact that 
otolaryngologists do not have enough time and that they work 
on a fifteen minute schedule is a distinct reflection on them. 
If they are inadequate in their approach to these patients and 
do not have more than fifteen minutes to allot to them, then 
I do not think they serve a function but do themselves and the 
patients a great injustice. They put these patients aside 
because they do not have the time, or they refuse to give them 
the necessary time. I cannot understand why otolaryngologists 
cannot consult neuropsychiatrists and neurologists, who might 
give these patients some emotional support, just as they would 
consult a cardiologist or call in an internist to check on a heart. 
They cannot hold onto these patients tenaciously and expect 
them to respond to their old established mode of therapy when 
that mode of therapy is ineffective. These patients present a 
problem which is a reflection on otolaryngologists and an insult 
to their capacity to meet this problem. 

Dr. Davin D. DeWeese, Portland Ore.: Obviously in a dis- 
cussion of this type there is no time to go into the functional 
aspects of dizziness. They are undoubtedly numerous, and 
I agree that there are functional factors which must be looked 
for. I want to reemphasize that the physician should not con- 
sider dizziness a functional complaint unless other signs of 
neurosis or psychoneurosis can be discovered in the examination. 


Patents, Commissions, Rebates and Secret Remedies.— 
An ethical physician will not receive remuneration from patents 
on or the sale of surgical instruments, appliances and medicines, 
nor profit from a copyright on methods or procedures. The 
receipt of remuneration from patents or copyrights tempts the 
owners thereof to retard or inhibit research or to restrict the 
benefits derivable therefrom to patients, the public or the medical 
profession. The acceptance of rebates on prescriptions o 
appliances, or of commissions from attendants who aid in the 
care of patients, is unethical. An ethical physician does not 
engage in barter or trade in the appliances, devices or ; 
prescribed for patients, but limits the sources of his professional 
income to professional services rendered the patient. He 
receive his remuneration for professional services eres 
in the amount of his fee specifically announced to his patient 
at the time the service is rendered or in the form of a subsequett 
statement, and he should not accept additional compensatiee 
secretly or openly, directly or indirectly, from any other soutee 

The prescription or dispensing by a physician of secret medi- 
cines or other secret remedial agents, of which he does net 
know the composition, or the manufacture or promotion of 
use is unethical—Section 6, Chapter I of the Paincirtrs 
Mepicat Eruics of the American Medical Association. 
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STREPTOMYCIN IN GYNECOLOGIC 


TUBERCULOSIS 
A Preliminary Report 
HARRY SERED, M.D. 
FREDERICK H. FALLS, M.D. 
and 


BRUCE P. ZUMMO, M.D. 
Chicago 


With the advent of streptomycin in the treatment of 
clinical tuberculosis in 1945, new hope arose that this 
antibiotic would cause arrest or cure of gynecologic 
tuberculosis. This same spirit of hopeful expectation 
was shared by clinicians interested in other forms of 
tuberculosis. 

Our interest in the use of this agent in the treatment 
of tuberculosis of the female genital organs began in 
january 1948. Since then we have undertaken to 
determine what role streptomycin plays in genito- 
peritoneal tuberculosis. Our patients have been divided 
into three groups: 

A. Those in whom genital tuberculosis was diag- 
nosed preoperatively. These were given streptomycin, 
operated on and followed with another course of strepto- 
mycin postoperatively. There are 16 patients in this 
group. 

B. Those who were operated on with genitoperitoneal 
tuberculosis undiagnosed preoperatively and who were 
therefore without benefit of streptomycin, but in whom 
the antibiotic was given postoperatively. There are 
3 patients in this group. 

C. Those treated with streptomycin as the sole form 
of specific therapy, in conjunction with the usual con- 
vervative measures. There are 4 patients in this group. 

This preliminary report is concerned with our obser- 
vations and experiences in dealing with the 16 patients 
in group A. In the beginning we had hoped that 
streptomycin would have such favorable influence on the 
tuberculous processes that surgical intervention would 
not be necessary. However, it was soon discovered 
that in patients presenting adnexal masses, abscesses, 
decided thickening and infiltrations, and ascites the drug 
alone would not suffice. Streptomycin has become a 
valuable adjuvant in preparing these patients for surgi- 
al intervention, because most of them are poor opera- 
twe risks. This is particularly true of those patients 
who have a diffuse adhesive type of tuberculosis, with 
many intestinal and omental adhesions binding abdomi- 
wal viscera to genital organs and abdominal wall. It 

minimizes the risk of injury to bowel, bladder 
and ureter during the separation of adhesions at 
operation. 

Cases in groups B and C will not be discussed in 
detail. In the former group streptomycin was not given 
preoperatively because the diagnosis was not made 
until the lesions became apparent at the time of surgical 
intervention or by pathologic report. There were only 
’ Patients in this group, and all were treated post- 
“eratively with the antibiotic. They are well at least 


wnt, Departments of Gynecology, Cook County Hospital, Uni- 
Renenrcs Illinois College of Medicine and Hektoen Institute for Medical 


kay, Arentomycin for this study was supplied by Merck & Co., 


Microscopic sections were read by Dr. Alex Ragins, of the surgical 
note department. Samuel Rosenblum, director of the Tuber- 
Hospital, gave generous assistance. 
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one year later. Patients in group C were those with 
relatively mild infection who responded so well to 
streptomycin therapy that it was deemed unnecessary 
to subject them to surgical intervention. One of these 
has become pregnant, is in her sixth month of gestation 
and shows no evidence of activation of the tuberculous 
process. 
DIAGNOSTIC PROCEDURES 

Clinical Picture-—The first problem in this study 
was to locate patients with gynecologic tuberculosis, 
to make the diagnosis and prognosis, and to separate 
those favorable for surgical intervention from those 
in whom only medical treatment was indicated. All 
patients in whom the disease was suspected were 
referred to the gynecology department. Consultation 
in these cases was held with an internist in order to 
get the benefit of his advice on the general picture of 
tuberculosis and on the suitability of the patient for 
operative intervention. 

Roentgenologic Studies —Every patient was sub- 
jected to chest and gastrointestinal roentgenologic 
studies. Three patients had active pulmonary lesions 
at the time of operation. Two patients had _ right- 
sided pleurisy with effusion, which responded to aspira- 
tion and streptomycin therapy. No acid-fast organisms 
were recovered by culture on suitable mediums or by 
guinea pig inoculation. One patient had a left thoraco- 
plasty. As regards the gastrointestinal series, studies 
on 6 patients revealed observations suggestive of possi- 
ble tuberculous disease. Of the 10 patients with nega- 
tive roentgenologic reports 6 revealed serosal tubercles 
and/or adhesions at surgical intervention. 

Biopsies —These patients had endometrial biopsies 
performed routinely and, in some, repeatedly. Cervical 
biopsies were performed when indicated. The tissues 
removed were sent to (a) the surgical pathologist for 
microscopic study and (b) to the bacteriologist for 
culture and guinea pig inoculation. Eight endometrial 
biopsies were postive on microscopic analysis; seven 
were negative. One patient had had a previous supra- 
cervical hysterectomy, therefore endometrial studies 
were not possible. Of the 7 patients with negative 
endometrial biopsies, 2 were found to be the only 
patients whose endometrium was positive for tubercu- 
losis on guinea pig inoculation and also positive on 
microscopic study after hysterectomy. Of the other 5, 
1 was confirmed as being negative postoperatively and 
4 were positive. 

Mantoux Tests—We used a 1: 10,000 dilution of 
old tuberculin routinely in performing the Mantoux 
test. If negative reports were noted a 1:1,000 dilu- 
tion was used. Results of the test were positive in all 
16 patients. No noteworthy reactions occurred, locally 
or generally. 

Laparotomy.—Seven of these patients had had previ- 
ous diagnostic laparotomies. All of them had a diffuse, 
densely adherent, hyperplastic form of tuberculosis 
which made further surgical treatment impossible, and 
which was proved by biopsy. Endometrial biopsy 


specimens were taken after the diagnostic laparotomies 
in order to complete our routine endometrial studies. 
Of these 7, 3 were reported negative. Many textbooks 
warn against stimulating the spread of tuberculosis by 
invading the endometrial cavity for endometrial biopsy 
specimens. We have seen no evidence of the occurrence 
of this in our cases. j 
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DOSAGE AND DURATION OF TREATMENT 

At the beginning we gave 2 Gm. of streptomycin per 
day in divided doses, 0.5 Gm. four times per day. As 
information on dosage of the drug increased, we began 
to reduce the total dose.' We are now giving 1 Gm. 
per day, 0.5 Gm. twice a day. Our first 2 patients 
received 2 Gm. per day. In these we encountered the 
only complications to date, namely, dizziness, some 
tinnitus and itching. Vestibular complaints subsided 
with reduction in dosage. Routine preoperative exami- 
nation of the blood and urinalysis failed to reveal any 
vascular or urinary dysfunction as a result of strepto- 
mycin therapy. 

Experience thus far has taught us to prepare the 
patients with a minimal course of six weeks of strepto- 
mycin before surgical intervention, followed by three 
weeks of treatment with the antibiotic postoperatively. 
Our last 5 cases have convinced us that a preparatory 
course of eight weeks would be nearer the ideal and 
would render surgery less formidable. 


AGE, GRAVIDITY AND RACIAL FACTORS 

A study of the age and gravidity factors illustrates 
that the greatest incidence of genital tuberculosis occurs 
during the child-bearing period. The effect of gestation 
on the process may be indicated by the fact that 
2 patients had never been pregnant, 8 were pregnant up 
to two times, 3 were pregnant up to four times and 3 
were pregnant up to five times. The youngest patient 
in this series was 15 years of age, and the oldest was 40. 
The average age of this group was 26. Fourteen patients 
were Negro and 2 were white. No particular stress can 
he laid on this ratio, because 66 per cent of the patients 
on the gynecologic service at the Cook County Hospital 


are Negroes. ; 
SYMPTOMS ON ADMISSION 


‘In the order of frequency, the symptoms on admis- 
sion were: weight loss and fatigue, in 16 patients; 
menstrual disturbances, 13 ; abdominal disturbances, 13 ; 
abdominal distention, 11 ; chills with fever, 8; increased 
leukorrhea, 7; coughing, 6; night sweats, 6; nausea 
and vomiting, 3; diarrhea, 3; breast abscess, 1, and 
epileptiform seizures, 1. 

Obviously these symptoms illustrate the protean 
manifestations of tuberculosis. With 2 exceptions, these 
patients presented genitoperitoneal complaints months 
sooner than they manifested the pulmonary or gastro- 
intestinal symptoms. 


CLINICAL IMPRESSIONS 

All patients receiving streptomycin showed improve- 
ment in nearly every respect. Appetites definitely 
improved, the abdominal discomfort often associated 
with ingestion of food subsided. Weakness and fatigue 
progressively diminished and temperatures leveled off, 
usually within the first week and in some instances even 
sooner. All patients experienced a sense of well-being. 
Abdominal distention and doughiness were partially or 
completely alleviated. The greatest and promptest 
improvement occurred in cases of relatively recent 
origin. As in any disease with fatal propensities, it 
is axiomatic that tuberculosis must be treated as soon 
as possible after the onset of symptoms. When treat- 
ment was delayed until the lesions were advanced, no 
improvement in the downward course of the disease 


the 
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was noted after several patients had received lang 
quantities of streptomycin. 

Two patients with combined pulmonary and genio. 
peritoneal tuberculosis have been carefully observed 


The first patient (E. M.) was septic. After spending gy 
months in our tuberculosis hospital with the usual conseryatiy, 
treatment this patient lost 20 pounds (9.1 Kg.), coughed mor 
ceased to menstruate and suffered intermittent episodes of 
diarrhea. The endometrial biopsy was positive for tuberculoys 
endometritis. One week after onset of streptomycin therapy th 
patient became afebrile, with occasional elevations of tempera. 
ture to 99.2 F.; two full menstrual periods occurred; ‘night 
sweats subsided and the diarrhea ceased. After eighty-five day 
of streptomycin therapy she was operated on. At this time sh 
weighed 87% pounds (39.7 Kg.)—a gain of 8 pounds (3.6 Kg) 
A total hysterectomy and bilateral salpingo-oophorectomy wer 
performed. Surgical convalescence was uneventful, and th 
patient received six weeks of postoperative streptomycin therapy 
When she became allergic to dihydrostreptomycin therapy wa 
stopped. When she was released from the hospital she weighed 
98 pounds (44.5 Kg.), a total gain of 19 pounds (8.6 Kg.) since 
the onset of streptomycin therapy. Roentgenograms of her chest 
still showed evidence of bilateral tuberculosis. 

The second patient (M. M.), though less septic, was also rm- 
ning a downhill course. Initially she entered the hospital with 
an exudative process involving the upper lobe of the right lung 
Six months later, with the usual conservative treatment, th 
following observations were made: The entire right lung av 
the lower half of the left lung were infiltrated by tuberculosis: 
menstrual irregularities were present, and there had been further 
loss of weight. The endometrial biopsy disclosed tuberculous 
endometritis. After sixty-five days of streptomycin therapy, a 
total hysterectomy and bilateral salpingo-oophorectomy were 
performed because of the following observations: tuberculow 
salpingo-oophoritis, tuberculous omentitis and tuberculous per- 
tonitis. Dense adhesions were separated without too much difi- 
culty, and the intestinal serosa was found studded with tubercles 
Although her response to streptomycin was less dramatic than 
that of the previous patient, she did fully menstruate on two 
consecutive months before surgical imtervention, and she fel 
much better despite her failure to gain weight. Three week 
after operation she still failed to gain weight, but roentgeno- 
grams of her chest revealed definite signs of healing. 


One patient vividly demonstrated the importance d 
early and adequate therapy. 


M. C., a Negro woman aged 36, entered the Cook County 
Hospital Dec. 31, 1947, complaining of weight loss, nausea, pte 
gressive distention of the abdomen, aching pain in the 
part of the abdomen, and weakness. Physical examination 
revealed a moderately distended abdomen, slightly tympanitx 
to percussion, and bilateral adnexal masses on bimanual exam 
nation. The roentgenogram of her chest was negative for et 
dence of infection with an acid-fast organism. Laparotomy 
revealed a diffuse adhesive form of tuberculosis verified bs 
biopsy. After six weeks of streptomycin therapy the patie 
was afebrile and had gained weight; her abdomen was sti 
slightly doughy on palpation, and some thickening and infiltre 
tion of the adnexa persisted. The patient refused further ope 
tion, left the hospital and disappeared from observation for 
months. She returned with complaints of fever, weakness 
menstrual dysfunction and weight loss. The adnexal mas® 
were definitely larger, and a mass the size of a lemon 
palpated on the left side. The roentgenogram of the chest #0 
revealed a moderately advanced tuberculosis with the possibili 
of some cavitation involving the upper two thirds of the ket 
lung. She was given another six week course of s 
and she again became afebrile six days after admission. The 
abdominal discomfort subsided, and she gained 3 pounds ( 
Kg.). A total hysterectomy and a bilateral i : 
ectomy were then performed. Her postoperative course ™* 
uneventful, and she was given three more weeks -_ 
mycin therapy postoperatively. The last roentgenogram of 
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chest, taken three months after surgical intervention, showed a 
chronic fibrotic tuberculosis with questionable cavitation. 
Roentgenologic studies and physical examination of the abdomen 
and pelvis revealed essentially normal conditions. _At present 
this patient is in the tuberculosis hospital and is receiving 
pneumothorax for her pulmonary lesions. Repeated abdominal 
and vaginal examinations have not revealed evidence of active 
pelvic tuberculosis. 


Two other interesting cases revealed genital tubercu- 
losis complicated by (a@) a tuberculous abscess of the 
left breast andl (>) a tuberculoma of the brain. In these 
cases the genitoperitoneal complaints were manifested 
jor four ancl six months, respectively, before appearance 
of the complicating mammary and cerebral tuberculosis. 
These patients illustrate an important clinical fact, 
namely, that genitoperitoneal tuberculosis can coexist 
with tuberculosis elsewhere and to some extent may 
revent or inhibit the natural immune reactions which 
would heal local lesions and prevent metastatic spread 
of the disease. This inhibitory action is due to (a) 
jurther weakening of the patient caused by anorexia, 
pain and diarrhea; (b) absorption of large amounts 
of tuberculous toxins from the pelvic lesions and 
(c) the focus of infection provided for the dissemi- 
nation of the tubercle bacilli. For these reasons it 
would seem obvious that no female patient can be 
considered to be adequately treated who has not had a 
careful gynecologic examination to determine the pres- 
ence or absence of genital tuberculosis. In the light 
of our observations this seems to be most important, 
because early adequate treatment with streptomycin 
iollowed in selected cases by surgical measures seems 
to spell the difference between success and failure in 
the management of many of these cases. 

Streptomycin therapy will reduce the amount of 
ascitic fluid in a tuberculous abdomen or will at least 
tend to inhibit the peritoneum from secreting more 
uid. The degree of response is variable. 

One patient (FE. E.) had 7 liters of straw-colored fluid 
removed by paracentesis. Shortly thereafter her abdomen began 
to distend again. Because of her age, presence of adnexitis, 
normal hepatic and renal function tests, normal cardiac obser- 
vations and ascites of unknown origin, it was believed that she 
had tuberculosis. Streptomycin therapy was started, and at 
that time the abdominal circumference was 83 cm. One month 
later it was 87 cm., then it began to decrease. After eight weeks 
ot treatment with streptomycin the total circumference was only 
&2 cm. Another patient (M. S.) entered the hospital with a 
decidedly distended abdomen and bulging at the flanks. After 
eight weeks of streptomycin therapy we operated on her. A 
mmimal amount of clear straw-colored fluid was found. 


SURGICAL IMPRESSIONS 

It has long been known that abdominal and/or pelvic 
‘urgery for tuberculous infections presents serious 
technical difficulties. Because of the densely adhesive 
ype of peritonitis and omentitis the abdomen has fre- 
ating been opened and nothing more than diagnostic 
rg done. The time-honored procedure of opening 
pase and exposing the peritoneum to air has 
* recommended by many surgeons. In our limited 
oa: and after a close study of the records at 
uihded County Hospital (28 cases of genitoperitoneal 
sve) Osis in the three year interval 1945-1947 inclu- 

../?, We are not impressed with the results obtained 


a method of therapy. 
‘ 16 of these patients were found to have mixed 
Ous lesions. Seven patients had fluid in the 
Two patients had up to 1,000 cc. of fluid 
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in the pelvis and abdomen, and 5 had less than 100 cc. 
Seven patients presented diffuse, densely adherent 
adhesions wherein omentum, bowel, peritoneum and 
genitalia were bourd together. In those abdomens which 
had previously been opened and closed without further 
attempt to remove the lesions because of their density, 
we were able to separate these dense adhesions with 
surprisingly little difficulty after treatment with strepto- 
mycin. This task was made easier because lines of 
cleavage became identifiable. In general the longer 
the patient was prepared with streptomycin the easier 
was the surgery. At least six weeks (preferably eight ) 
of antibiotic management was required to accomplish 
this desired result. 

Surgical and Pathologic Observations.—In the order 
of frequency, the surgical and pathologic observa- 
tions were: salpingitis (with or without oophori- 
tis) 15; peritonitis 12; endometritis 12; dense, diffuse 
adhesions 9; ascites 7 ; cervicitis 3; tubo-ovarian abscess 
3; lymphadenitis 3; oophoritis 2, and myometritis 1. 

Whenever possible we performed total hysterectomies 
and bilateral salpingo-oophorectomies. No attempt was 
made to remove the appendix. Drainage was instituted 
in only 1 case. In 2 patients subtotal rather than total 
hysterectomies were done because of technical diffi- 
culties. The 1 patient who was drained vaginally con- 
tinued to do so for six weeks. 

Two specimens have revealed definite caseous lesions 
deep within the substance of the ovary. The involved 
ovaries are treated just as radically as are the oviducts. 
If there is any doubt about the involvement of an 
ovary, it should be bisected and examined. In view 
of the fact that tuberculosis was found in the endo- 
metrium of 12 and in the oviducts of 15 of 16 patients, 
a hysterectomy and bilateral salpingectomy should be 
considered in all cases of tuberculous peritonitis. This 
is in accord with the experience of Faulkner and 
Everett. The occurrence of 2 cases of ovarian tuber- 


culosis in this series poses the question whether pan-_ 


hysterectomy and bilateral salpingo-oophorectomy is the 
operation of choice in all cases. We would subscribe 
to this if at operation the ovary seemed diseased in 
any respect. 

Surgical Procedures—In this study total hysterec- 
tomy was the surgical procedure in 13 cases, subtotal 
hysterectomy in 2, bilateral salpingo-oophorectomy in 
11, bilateral salpingectomy and unilateral oophorectomy 
in 3 and unilateral salpingo-oophorectomy in 1. 

The principle of early ambulation has been utilized 
in all cases. The patients usually sit up on the first 
postoperative day. Most of them had mild postopera- 
tive elevations of temperature. Some had temperatures 
which approached the 102 F. level but which subsided 
to normal limits within a week. These patients were 
treated as one would any other postoperative gyneco- 
logic patient. 

Complications—Before Surgery: Complications 
encountered before surgical intervention were active 
pulmonary tuberculosis in 3 patients, pleurisy with 
effusion in 2, tuberculosis of the cervix in 3, abscess of 
of the breast in 1, tuberculosis of the brain in 1 and 
thoracoplasty in 1. 

The case histories of patients with these complications 
have already been reported and discussed. Our incidence 


2. Faulkner, R. L., and Everett, H. S.: Tuberculous Peritonitis: A 
Statistical and ‘Clinical Study of One Hundred and Eighty-Seven Cases, 
Arch. Surg. 20: 664 (April) 1930. 
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of 3 cases of tuberculous cervicitis is unusually high. 
Norris recorded 4 cervical lesions among 74 specimens ; 
Spathe found 6 cases of cervical disease among 119 
instances of genital tuberculosis.* 

During Surgery: Cystotomy was a complication dur- 
ing surgery in | instance. This is the only instance in 
which a hollow viscus has been accidently perforated 
in this series. The rent in the bladder was closed with 
interrupted OO surgical gut, and a Foley catheter was 
kept in situ for five days. 

Postoperatively: Fistulas and sinuses were post- 
operative complications in 1 patient (spontaneous 
ileostomy ), and miliary spread occurred in another. A 
discussion of the complications encountered reduces 
itself to those which occurred in but 1 patient, who 
hecame streptomycin resistant. 


M. S., a Negro woman aged 40, was admitted to our medi- 
cal wards in August 1948 in poor condition. She complained 
of abdominal swelling, tightness, weight loss of 30 pounds (13.6 
Ke.), chills, fever and diarrhea. Her menses had ceased in 
June 1948. Pleurisy with effusion was detected in the base of 
the left lung. Ascites was present in the decidedly distended 
abdomen. The corpus uteri was of normal size, but the adnexa 
were bilaterally thickened and infiltrated, and there was an 
indefinite mass on the left side. Endometrial biopsies were 
positive for tuberculosis microscopically and bacteriologically. 
Streptomycin was given to the patient despite her poor condi- 
tion. Thoracentesis and paracentesis were used to help alleviate 
her acute distress. After fifty days of streptomycin therapy the 
patient was so much improved that she was considered fit for 
surgical intervention. With the patient under spinal anesthesia, 
the abdomen was entered. A diffuse, hyperplastic, adhesive 
tuberculosis with edema of all tissues was encountered. These 
were separated by dull and sharp dissection. Gross examina- 
tion revealed tuberculous peritonitis, tuberculous omentitis, 
tuberculous salpingo-oophoritis, left tubo-ovarian abscess and 
only minimal amounts of fluid. 

Streptomycin was given postoperatively, and gradual improve- 
ment continued. On the fourteenth of October, two weeks after 
surgical intervention, and after seventy days of streptomycin 
therapy, she was discharged. At this time she was afebrile, 
had a good appetite and had no abdominal distention. Three 
weeks later she returned for her first follow-up examination. She 
had gained 6 pounds (2.7 Kg.) and felt well. Two weeks later 
she was readmitted because of abdominal distention, nausea, 
vomiting, pain and obstipation. A diagnosis of partial intestinal 
obstruction was made. Levine suction was started, an oil and 
enema regimen begun, intravenously given fluids and plasma 
were added. The abdomen softened, flatus was passed, oil came 
through, and on the fourth day stools were passed. Strepto- 
mycin was given for two weeks, and the patient was discharged. 
Two weeks later she again returned with similar complaints, 
but on this occasion no response was made to streptomycin. 
Her downhill course continued. During the first week of Janu- 
ary a spontaneous ileostomy developed and drained an abundance 
of soft and liquid stools. The patient died Jan. 18, 1949. Per- 
mission for autopsy was not granted. 


FOLLOW-UP STUDIES 

Each of the patients returns every four weeks for 
follow-up studies. They are asked to keep track of their 
daily temperature and weekly weight. A particular 
effort is made to determine the presence or absence 
of night sweats, chills, fevers, gastrointestinal com- 
plaints, menopausal complaints and general well-being. 
Pelvic examinations are done on all patients. Roentgen 
studies after barium sulfate meal or enema and roentgen 
studies of the chest are made whenever necessary. 


3. Curtis, A. H.: Textbook of Gynecology, ed. 5, Philadelphia, W. B. 
Saunders & Company, 1946, p. 209. 


The longest period of observation after operation has 
been fourteen months; the shortest period has been 
one month. 

With one exception, the unfortunate result previ 
discussed, results have been gratifying thus far, We 
have already commented on the pronounced improve- 
ment noted in these patients. Ten women with children 
have been able to return to their household duties: 
2 are employed in private industry ; 2 women who had 
additional pathologic conditions are under observation 
for the pulmonary lesions at our tuberculosis hospital; 
1 is back at school, and 1 has died. 

In order to demonstrate the effect of streptomycin on 
the tuberculous process, tissue was excised from sus- 
picious areas in 10 of the 16 patients during surgical 
intervention. These were sent to the bacteriologic 
laboratory for culture, smear and guinea pig inocu- 
lation. Of 6 results thus far returned, 2 are positive 
for tuberculosis. 


SUMMARY AND CONCLUSION 

1. Sixteen cases of genitoperitoneal tuberculosis are 
reported. These patients have been subjected to strep- 
tomycin therapy for six to eight weeks, operated on 
and given another three week course of treatment with 
the drug postoperatively. 

2. While 1 patient was receiving 2 Gm. of strepto- 
mycin daily vestibular symptoms developed. The symp- 
toms subsided with the reduction of dosage to 1 Gm. 
of drug per day. Subsequently all patients were given 
1 Gm. per day, 0.5 Gm. twice a day. 

3. During the preoperative period of clinical obser- 
vation, while they were receiving streptomycin, all 
patients showed at least some improvement. 


4. Streptomycin given six to eight weeks preopera- - 


tively seemed to make the technical difficulties encoun- 
tered in surgical treatment of genital tuberculosis much 
less formidable. 

5. The only complications encountered in this series 
occurred in 1 patient, who became streptomycin fast 
and subsequently died. A spontaneous ileostomy 
developed two weeks before her death. 

6. Total hysterectomy and bilateral salpingo-oophor- 
ectomy are advised wherever ovaries are involved, with 
primary closure of the vagina and abdominal wall. 
From the fact that 12 of 16 patients were found to have 
tuberculous involvement of the endometrium, even when 
the endometrial biopsies were negative micro y 
and bacteriologically, it would seem that total hystet- 
ectomy and at least bilateral salpingectomy should be 
performed whenever tuberculous peritonitis is f 
if the patient is a good surgical risk. 

7. Those patients without lesions elsewhere will do 
well with three added weeks of streptomycin therapy 
postoperatively. Those with lesions elsewhere may 
require streptomycin for longer periods postoperatively. 

8. Repeated removal of endometrial tissue for 
biopsies did not cause any apparent flare-up of 
genital infections, nor did it result in miliary 
of the disease. 

9. Streptomycin is a valuable adjunct to our ger 
armamentarium in the treatment of tu of 
female genital tract. 

55 East Washington Boulevard (2) and 1853 West Polk Stet 
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COMPLICATIONS OF SPINAL ANESTHESIA 


An Evaluation of the Complications Encountered in 
5,763 Consecutive Spinal Anesthesias 
CLARENCE L. HEBERT, M.D. 

Staten Island, N. Y. 

CARL E. TETIRICK, M.D. 

Columbus, Ohio 
and 


JOSEPH F. ZIEMBA, M.D. 
Staten Island, N. Y. 


The technic of introducing anesthetic drugs into the 
subarachnoid space to abolish temporarily the sensory 
and motor functions of several groups of spinal nerves 
was introduced by Bier fifty year- ago. During the 
ensuing period spinal anesthesia has been widely utilized 
throughout the world. The technical simplicity of the 
procedure of lumbar puncture led to the administration 
of spinal anesthesia by the surgeon to overcome the 
deficiencies of other available methods of anesthesia. 
As the total experience with spinal anesthesia accumu- 
lated, improvements in drugs and technic took place. 
Today spinal anesthesia has a recognized place in the 
practice of anesthesiology. 

Two restraining influences have checked the more 
widespread use of spinal anesthesia, namely, the altera- 
tions in normal function accompanying the extensive 
block of somatic and autonomic nervous pathways and 
the occurrence of certain sequelae which may result 
from the introduction of needles, drugs or foreign 
material into the subarachnoid space. Throughout the 
last half century, medical literature has been replete with 
reports «i complications of every conceivable type 
attribute to spinal anesthesia. Often the etiologic 
relationship was not made clear, the causative con- 
nection being based on the assumption that because 
spinal anesthesia was used it was at fault. Untoward 
reactions occur during and after the administration of 
spinal anesthesia just as they do in other methods of 
anesthesia. The prevention and management of these 
complications are of great concern to the spinal 
anesthetist. 

McCarthy,’ in 1947, in reviewing the complications 
encountered in spinal anesthesia, emphasized the variety 
and severity of sequelae following use of this method. 

The fear of complications from spinal anesthesia is 
grounds for its rejection by a large number of phy- 
sicians and patients. Because of such prejudices, spinal 
anesthesia may be passed over in favor of more hazard- 
ous methods of anesthesia, even in the instances in 
which there are clearcut indications for its use. In 
order that we, as anesthesiologists, will not be so handi- 
capped, we should carefully evaluate our own experi- 
enees with the technic and anesthetic agents with which 
we are familiar. It is only by detailed analysis and 
study of known complications and the circumstances in 
which they occurred that we can assign them their 
rightful place among the criteria we ordinarily employ 
m the selection of anesthesia for a given patient. 

Over a period of several decades spinal anesthesia 
has proved to be a satisfactory method in the United 
States Marine Hospitals. In this paper we present 
the complications that we have observed in a series 
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of 5,763 consecutive single dose administrations of 
spinal anesthesia during a thirty-nine month period 
beginning January 1946 at one of these hospitals. 

It should be stated at the onset that, although we 
employ spinal anesthesia in all types of surgery below 
the diaphragm, as a rule we tend to use it chiefly for 
operations confined to the lower part of the abdomen 
or the abdominal wall and for procedures on the lower 
extremities. Of the total of 5,763 spinal anesthesias in 
this series, inguinal hernioplasty was done in 3,566 
instances (62 per cent) and appendectomy in 884 (15 
per cent). Miscellaneous operations including surgical 
procedures in the pelvis and on the lower extremities 
constituted 1,313 operations (23 per cent). 

The majority of the patients in this series were 
relatively healthy male merchant seamen or civil ser- 
vice workers engaged in physical labor. For the most 
part they were in the fourth and fifth decades of life. 
A small percentage received two or more spinal anes- 
thetics for two ®r more surgical procedures. 

Spinal anesthesia was gdministered by an experienced 
physician anesthetist or by an intern or resident under 
his direct supervision. A standard technic of lumbar 
puncture, essentially that of Lundy * utilizing an intro- 
ducer, was adhered to in practically every case. A blunt- 


TABLE 1.—Spinal Anesthesia Technic in 5,763 Cases 


Piperocaine Tetracaine Procaine 

Number of cases.............. 4,259 1,277 227 
Dosage range............... s.. S0to10me. Stol2mg. 150 meg. 
Final concentration of drug 

3 to 5% 0.25 to 0.5% 3 t0 5% 
Rate of injection.............. 2 to 3 see. fee. 5 see. /ee. 2 to 3 see./ee. 
Other agents added........... None Dextrose and None 

ephedrine 


pointed 20 gage Pitkin spinal needle and a separate 
sterile syringe for the mixing and injection of the 
spinal anesthetic solution were used. The spinal anes- 
thetic agents employed, their frequency and method of 
use are shown in table 1. 

After spinal anesthesia was produced, the patient 
was observed and managed by a physician or nurse 
anesthetist, with an experienced physician anesthetist 
constantly available for consultation. Supportive mea- 
sures were instituted on the slightest indication. Spinal 
anesthesia was combined with some form of general 
anesthesia whenever the patient was unduly appre- 
hensive, the spinal.nerve block was inadequate or the 
operation was prolonged beyond the duration of the 
block. 

Complications resulting from anesthesia were recorded 
on an anesthesia study record. Information concerning 
postanesthetic complications was obtained by direct 
questioning of the patient and ward personnel by an 
anesthetist forty-eight hours after the operation and by 
a check with the resident ward surgeon two weeks 
postoperatively. Complications which were present for 
more than two weeks were followed by reviewing the 
patient’s hospital record after his discharge. 


RESULTS 
Table 2 gives the number and incidence of the 
complications during the period of anesthesia and the 
sequelae after 5,763 consecutive spinal anesthesias. 


2. Lundy, }. S.: Clinical Anesthesiology, Philadelphia, W. B. Saunders 
Company, 1942. 


552 


COM MENT 


Immediate Complications.—The complications occur- 
ring immediately after the establishment of spinal anes- 
thesia are directly associated with the physiologic and 
psychologic disturbances produced by the method. Most 
of these phenomena are relatively minor and are easily 
corrected if recognized early. The conduct and manage- 
ment of spinal anesthesia during the operative period 
necessitates an understanding of the underlying physio- 
logic alterations which accompany the block of a con- 
siderable number of nervous pathways, as well as an 
appreciation of the sensations experienced by the patient 
who is undergoing a new and unusual experience. 


Tasie 2.—Number and Incidence of Complications and Sequelae 
After 5,763 Consecutive Spinal Anesthesias 


Percent- 
Number age 
|. Complications during the operative period 
A. Nervousness and apprehension... .............. © 
C. High spinal anesthesia. 57 
D. Blood pressure fall (primary shock).......... 
1. Moderate blood pressure fall... 405 ( 7%) 
2. Deeided blood pressure fall..... 242 (4.2%) 
Inadequate spinal anesthesia.................. vs li 
1. Piperoeaine hydroehloride....... 4 
2. Tetracaine hydrochloride........ 45 
Procaine hydrochloride.......... 4 
F. Spinal anesthesia 41 0.7 
|. Piperoeaine hydrochloride....... ly 
2. Tetraeaine hydrochloride........ 2 
Proeame hydrochloride.......... 2 
IL. Complieations oecurring in the postoperative period 
A. Gastrointestinal 2.3 
1. Nausea and vomiting........... 1M 
Abdominal distention............ 
B. Respiratory 95 1.65 
2. Respiratory traet infection..... 57 C1.0%) 
%. Pulmonary infaret............... 2 (0.08%) 
C. 106 1.83 
Catheterization necessary once...... 
Urinary retention 2 days............ uM 
Urinary retention 3 days............ 
Urinary retention 4 or more days... 2 
371 6.45 
(irade 1: Slight, of not more than 
48 hours’ duration................. 205 
(irade 2: Moderate, intermittent in 
character, of not more than 6 
hours’ 100 
Grade 3: Severe, present during a 
period of 5 to 7 days.............. i) | 
Grade 4: Severe, prolonged for 
F. Neurologic 12 0.21 
1. Meningismus (mild).............. 4 
2. Cauda equina involvement (4 
6 


Nervousness and Apprehension: Only a small pro- 
portion of our patients (1.8 per cent) exhibited ner- 
vousness and apprehension. No doubt they had been 
prepared to accept spinal anesthesia through association 
with other patients on their ward. The middle-aged 
man engaged in a somewhat hazardous occupation is 
not likely to be emotionally disturbed as other types 
of patients might be. ° 

Inadequate or ill timed premedication was usually 
noted in these patients. Supplemental -medication, 


usually intravenously given thiopental sodium (pen- 
tothal sodium® ), readily corrected the situation. About 
half of our patients exhibiting these symptoms were 
given elective general anesthesia to overcome this 
difficulty. 

Several writers have attributed these symptoms to 
the toxic effect of the spinal anesthetic drug itself on 
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the central nervous system. In view of the relatively 
small amount of drug used and the known slow rate of 
absorption of drugs (such as vasoconstrictors) from 
the intrathecal space, one wonders whether this can be 
considered to play any part. 

Nausea and Vomiting: Nausea and _ vomiting 
appeared in 6.3 per cent of our patients. A number 
of factors seem to contribute to the production of these 
symptoms. 

Sudden changes in position, such as are necessary in 
giving spinal anesthesia, are known to elicit these 
symptoms in patients premedicated with morphine, as 
were all the patients in this series. Also, it is a com- 
mon observation that patients with spinal anesthesia are 
likely to respond to postural changes with these symp- 
toms. We noted this to be true in patients who were 
prepared for removal of a protruded intervertebral 
(lisk by first administering spinal anesthesia, evaluating 
the level with the patient supine and twenty minutes 
later turning the patient to the prone position. Nausea 
and vomiting frequently followed. 

The emotional factor must also be considered. 
Patients are apt to respond to psychic trauma with 
nausea and vomiting. Proper premedication is most 
helpful in preventing, and supplemental medication in 
controlling, this factor. 

Increased muscular tone of the gastrointestinal tract 
coupled with relaxation of the pyloric sphincter pro- 
duced by splanchnic nerve block favors the production 
of nausea and vomiting. On the other hand, incom- 
plete splanchnic nerve block favors reflex nausea and 
vomiting produced by visceral and mesenteric traction. 

Sudden blood pressure fall with resulting cerebral 
hypoxia is commonly associated with these symptoms. 
Fourteen per cent of the patients exhibiting nausea and 
vomiting had a decided blood pressure fall. The admin- 
istration of oxygen and the restoration of the blood 
pressure to normal levels by usual methods helped to 
alleviate the condition. 

High Spinal Anesthesia: The level of anesthesia 
was unnecessarily high for the contemplated surgical 
procedure and was associated with circulatory and 
respiratory embarrassment of the patient in 5.7 per 
cent of the anesthesias in this series. Asymptomatic 
high spinal anesthesias were not recorded as compli- 
cations. The height of anesthesia to be expected in a 
given patient even with a standard technic is not always 
predictable. The site of injection, as long as it is im 
the lumbar region, plays a minor role. The important 
factors governing the expected height of anesthesia are 
the volume of solution injected, the speed of injection, 
the use of barbotage and the specific gravity of the 
solution injected. Anatomic factors such as the caliber 
of the subarachnoid space, arachnoid adhesions and 
spinal curvature must also be considered. The level 
of anesthesia must be carefully ascertained in each case 
after waiting long enough for the drug to become 
“fixed.” Death can occur from high spinal anesthesia, 
when the level has not been determined or has been 
masked by supplemental medication and when proper 
supportive measures have not been instituted. In our 
experience the incidence of inadvertent high spinal anes- 
thesia was considerably less when hyperbaric tetracaime 
hydrochloride (pontocaine hydrochloride®) dextrose- 
ephedrine was used as compared to piperocaie 
hydrochloride (metycaine hydrochloride®) or procame 
hydrochloride given in isobaric solution. ; 
of inadvertent high spinal anes- 
depen: 


The 
thesia on its recognition and the institution 
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of the usual supportive measures in regard to the 
respiratory and circulatory functions. 

Blood Pressure Fall: Cardiovascular depression is 
the most important complication seen during spinal 
anesthesia from the standpoint of frequency and poten- 
tial harm to the patient. It is to be anticipated in every 
case; hence, a vasoconstrictor drug is usually given 
before the administration of the spinal anesthesia. All 
our patients received 25 mg. ephedrine intramuscularly 
immediately before the subarachnoid injection was per- 
formed. Admittedly, it would be preferable to have 
given this drug at least fifteen minutes earlier. 

Moderate blood pressure fall, which we defined as a 
drop of the systolic pressure from normal levels to 
between 80 and 90 mm. of mercury, or a fall in the 
systolic pressure of the magnitude of 30 to 40 mm. of 
mercury, occurred in 7 per cent of the cases. 

Decided blood pressure fall, which we defined as a 
drop oi the systolic pressure below 80 mm. of mercury, 
or a iall of the systolic pressure of more than 40 mm. 
of mercury, occurred in 4.2 per cent. 

In considering the effect of the spinal anesthetic drug 
used on blood pressure fall, it is our impression that 
the more rapidly acting drugs procaine and piperocaine, 
are more apt to cause blood pressure fall than is the 
slower-acting drug tetracaine, even though the ultimate 
level of anesthesia produced by both groups of agents 
is the same. The explanation for this is that a slower 
induction time allows the compensatory mechanisms of 
the circulatory system more time for adjustment, and 
thus they are better able to maintain the blood pressure. 

There are several theories postulated to account for 
the development of hypotension and bradycardia during 
spinal anesthesia. Smith, Rovenstine and co-workers,* 
in studies of the circulatory system on unoperated 
anesthetized subjects, concluded that stasis in the post- 
arteriolar vascular bed, resulting from skeletal muscle 
paralysis plus the loss of the thoracic pump effect, 
produces a diminished venous return with a consequent 
decrease in cardiac output. This they considered the 
primary cause of hypotension. The maintenance of a 
relatively normal diastolic pressure, which depends on 
arteriolar tone, associated with a decided fall in systolic 
pressure, which indicates a decreased cardiac output, 
lends credence to this theory. These writers expressed 
their belief that the arterioles are under intrinsic 
autonomic control but that such factors as surgical 
manipulations, trauma, hemorrhage or anoxia may upset 
this control to complicate the situation further. 

The other more popular theory considers blood pres- 
sure fall to be due to arteriolar dilatation from block 
of the sympathetic vasoconstrictor fibers in the anterior 
roots of the spinal nerves anesthetized. Sarnoff and 
Arrowood,‘ using exceedingly dilute solutions of pro- 
caine hydrochloride which blocked only sympathetic 
fibers, found that the blood pressure fell to the same 
extent as in regular spinal anesthesia with which motor 
paralysis occurred. is would seem to indicate that 
arteriolar dilatation is an important factor. 

Regardless of whether hypotension is due primarily 
to diminished cardiac output or to increased capacity of 
the vascular bed through arteriolar dilatation, the degree 
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of hypotension is proportional to the number of spinal 
nerve roots blocked and the condition is usually cor- 
rected by the administration of ephedrine or related 
drugs which have a tonic effect on both the heart and 
the sympathetic myoneural junctions of the arterioles. 

In the management of moderate hypotension it was 
often found beneficial to administer rapidly a small 
quantity (up to 500 cc.) of dextrose-saline solution 
intravenously instead of administering vasoconstrictors. 
Oxygen was given routinely, and often it was the only 
supportive measure used. 

Obviously, one should avoid spinal anesthesia in 
patients with coronary artery disease in whom a sudden 
drop in the diastolic pressure for even a short period 
may be disastrous. 

Inadequate Spinal Anesthesia: Spinal anesthesia 
which is insufficient to permit the operation to begin or 
which fails to produce anesthesia for the usually 
expected period is a complication which is difficult to 
prevent. The causes are essentially the same as those 
listed later in this article with regard to spinal anes- 
thesia failures. The management consists in appropri- 
ate supplemental anesthesia. 

We encountered this phenomenon in 98 instances 
(1.7 per cent). For purposes of this study we 
recorded anesthesias with piperocaine and procaine as 
being inadequate if their duration was less than sixty 
minutes. Tetracaine anesthesia was considered inade- 
quate if the duration was less than ninety minutes. Of 
course, the operative time was often less than these 
periods, and therefore our figures are incomplete in 
this respect. 

When the foregoing definitions are applied, tetracaine 
gave incomplete or inadequate anesthesia in 3.5 per cent 
of the instances in which it was used as compared with 
1 per cent for piperocaine. This may be explained par- 
tially by the fact that we were using the relatively small 
doses of tetracaine, combined with ephedrine and dex- 
trose, advocated by Potter and Whitacre.* 

Failure to obtain spinal anesthesia after apparent 
successful intrathecal injection of an agent is not uncom- 
mon. We experienced this result in 41 instances (0.7 
per cent). Tetracaine administration was followed by 
the highest proportion of failures, 1.5 per cent, as com- 
pared with piperocaine, 0.4 per cent. 

Failure to place all or part of the anesthetic agent 
into the subarachnoid space is credited with being 
responsible for 99 per cent of failures in spinal anes- 
thesia by Cullen. High alkalinity of the spinal fluid 
causing precipitation of the alkaloid anesthetic base has 
been reported as the cause of failure by Cohen and 
Knight.’ The possibility that the ampul contents are 
not as stated on the label must also be considered. 

In 20 instances we repeated the spinal injection. The 
second administration was unsuccessful in 6 patients. 

Miscellaneous rare accidents such as needle breakage, 
toxic reactions to drugs and deaths directly attributable 
to spinal anesthesia were not encountered in this series. 

Complications Occurring in the Postoperative Period. 
—Complications occurring in the postoperative period 
which may be attributed to spinal anesthesia may be 
due to the changes produced during the anesthetic 
period or could be due to the introduction of the spinal 
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needle or certain drugs into the subarachnoid space. 
Frequently the effects of preexisting disease, drugs used 
in premedication or supplemental anesthesia, position 
of the patient during the operation and_ surgical 
manipulations may be wholly or partially responsible for 
some of the so-called “post-spinal-anesthesia compli- 
cations.” In presenting the following complications we 
have attempted to screen out those conditions which 
obviously were due to these extraneous factors. 

Gastrointestinal Complications: Postoperative nau- 
sea and vomiting was reported in 2 per cent of our 
patients and was of not more than twenty-four hours’ 
duration in most instances. 

Hiccup was reported in 8 patients of the entire series 
after operations involving the lower portion of the 
abdomen ; in 3 patients it persisted for one week. 

Abdominal distention occurred in only 10 patients 
postoperatively. Several of these patients had had a 
protruded intervertebral disk removed. 

We are unable to relate most of these complications 
to the method of anesthesia. Their management depends 
on the individual case. 

Respiratory Complications: Respiratory complica- 
tions occurred in 1.63 per cent of patients. Atelectasis 
was diagnosed in 36 patients (0.6 per cent). Inter- 
ference with pulmonary ventilation occurs in spinal 


Taste 3.—Headache After 5763 Spinal Anesthesias 
(with 20 Gage Needle) 


Grade Duration Number Percenta:e 
Up to 2 days 205 3.55 
Up to 4 days 100 1.73 
Up to 7 days 51 
Giceetstseies . .More than 7 days 15 0.26 


Total... 371 645 


anesthesia with paralysis of the intercostal nerves and 
is known to contribute to the development of atelectasis. 
In an attempt to circumvent this condition we admin- 
istered inhalations of carbon dioxide, helium and oxygen 
postoperatively to patients with pronounced residual 
paralysis of the respiratory muscles. Patients were 
instructed by the anesthetist and surgeon to breathe 
deeply after being returned to their beds. 

Respiratory infections including those of both the 
upper and lower portions of the respiratory tract, often 
indistinguishable from each other, were noted in 57 
patients (1 per cent). Some of these were undoubt- 
edly the result of atelectasis which was not recog- 
nized. All these conditions responded to the usual 
forms of therapy. 

Pulmonary infarct was reported in 2 patients, one 
after sequestrectomy of the tibia and the other after 
inguinal hernioplasty. 

Backache: In this series 106 patients (1.83 per 
cent) complained of backache, which persisted for more 
than two days in only 5 patients. In 10 instances 
multiple insertions of the introducer or spinal needle 
were recorded. This incidence of multiple puncture 
does not differ significantly from that in the series 
as a whole. Therefore we do not believe that it played 
an important part in the development of backache. 
Seemingly, relaxation of the lumbar muscles during 
anesthesia is a more important factor. The placement 
of small pillows under the lumbar curve and beneath 
the knees has been suggested. We have not done this 
routinely. 


Fea 


Genitourinary Complications: Urinary retention of 
some degree occurred in 177 patients, an incidence of 
3 per cent. In 25 cases retention persisted four days 
or longer, requiring the use of an indwelling catheter 
Seven of these patients were found to have 
prostatic hypertrophy, and with | exception their 
were above 50 years. Two patients had received two 
spinal anesthesias about ten days apart, and retention 
had developed after the second anesthesia. Two 
patients had residual symptoms two months after opera- 
tion, and in 1 a cord bladder developed, which necessj- 
tated resection of the vesical neck. Tetracaine and 
piperocaine were found to be equally responsible. 

Bellis * performed cystometric studies on 94 patients 
immediately after cessation of spinal anesthesia. He 
found that the desire to void was produced only by a 
relatively high intravesicular pressure, which in itself 
tended to produce pressure anesthesia of the bladder 
wall. For that reason he advocated early catheteri- 
zation. 

The majority of the patients in this series, 77 per 
cent, had inguinal hernioplasty or appendectomy. The 
presence of an operative incision in the lower part of 
the abdomen and surgical measures affecting the struc- 
tures of the inguinal canal are apt to influence the act 
of micturition by producing functional disturbances of 
bladder emptying. 

We believe that spinal anesthesia should be used with 
caution in patients with a history or physical obser- 
vations suggestive of prostatic hypertrophy or other 
difficulty with urination. Patients in the age group in 
which prostatic hypertrophy is common should be ques- 
tioned by the anesthetist in regard to urinary symptoms 
even though the chart indicates normal conditions. 

Ephedrine has the effect of increasing the tone of the 
vesical sphincter and has been reported to cause urinary 
retention particularly in men approaching the age of 
prostatic hypertrophy. The use of ephedrine in exces- 
sive doses or in instances where other measures might 
be substituted to stabilize the blood pressure is to be 
avoided. 

Headache: Headache was reported by 371 patients 
(6.43 per cent) (table 3). The incidence of headache 
reported by different writers in- large series of spinal 
anesthesias varied from 1 per cent reported by Hingson, 
Ferguson and Palmer '° (from the same hospital as our 
present series) to that of 24 per cent reported by 
Thorsen."! The reasons for such a variance in 
reported incidence of headache are many and i 
the type of patient and the completeness of the post- 
operative check-up, among others. The relatively low 
incidence of postspinal headache in our series may 
due to the fact that most of our patients were middle- 
aged men as compared to other series covering a W 
age group of both sexes. In addition, we did not com 
sider headaches of a few hours’ duration occurring 
the day of operation to be complications due to 
anesthesia. 

Two headaches were associated with stiffness of the 
neck muscles. These followed repeated spinal puncture 
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with bloody taps. Only 15 headaches were of more than 
one week's duration, or grade 4 according to our 
classification. 

Post-spinal-puncture headache not associated with 
signs of meningeal irritation has been ascribed by 
Gardner '* to a decrease in the pressure and amount of 
cerebrospinal fluid. This author was of the belief 
that leakage into the subdural space, between the 
arachnoid and dura, accounts for the loss of fluid. 
Franksson and Gordh**® stated that leakage occurs 
through the hole in the dura into the epidural space. 
These authors have demonstrated histologically that a 
greater number of the longitudinal fibers in the dura 
are severed when the spinal needle is introduced with 
its bevel pointing caudad or cephalad than when the 
bevel is directed laterally. They believe that the greater 
the defect in the dura, the more likelihood there is of 
severe postpuncture headache. 

We undertook to survey the records of 500 consecu- 
tive patients who had spinal anesthesia administered by 
means of an 18 gage spinal needle. These patients 
were anesthetized by the surgeons themselves pre- 
paratory to perineal surgery and were not included in 
our series for that reason. The incidence of headache 
in this group of 500 patients was 9.4 per cent. This 


incidence does not differ significantly from the inci- 


dence in our larger series in which anesthesia was 
administered with a 20 gage needle. However, grade 2 
and grade 3 headaches, of three to seven days’ duration, 
were somewhat more common (table 4). 

Since it is possible to make several punctures of the 
dura without obtaining spinal fluid, we might expect 
to find a higher incidence of headache among patients 
subjecte to multiple puncture. Accordingly, we kept 
a record of the number of times the introducer and 
needle were inserted in the back and spinal structures. 
Twenty per cent of the patients having headache had 
two or more insertions of the spinal needle, whereas 
the incidence of multiple punctures in the entire series 
was approximately 10 per cent. Thus, multiple inser- 
tions of the spinal needle may be a factor in the causa- 
tion of headache. 

Headache due to cerebrospinal fluid hypotension is 
aggravated by the upright position and relieved by 
recumbency. However, early ambulation which has 
heen in vogue at our hospital for the past few years 
has not seemed to increase the incidence of headache. 

Neurologic Complications: Severe neurologic compli- 
cations did not follow the administration of the 5,763 
spinal anesthesias in this series. 

In 2 patients unilateral ulnar neuropathy developed, 
presumably from contact of their elbows against the 
mpadded edge of the operating table. 

Four patients had stiffness and soreness of cervical 
muscles up to five days postoperatively. Two of these 

associated headache ; multiple punctures and bloody 
‘aps had been obtained on both. None of these patients 
elevation of temperature above 100 F. It is pre- 
sumed that they manifested a mild aseptic or hemor- 
meningitis. 

Six patients had evidence of involvement of the cauda 
‘quina. One had a unilateral foot drop which per- 
Sisted for three weeks, after which improvement 
‘curred. Another had weakness of one leg for several 
days with no residual disability at the time of discharge. 


Clin, Quart tes Post Puncture Headache, Cleveland 
“87 (July ‘ 

mt edutnksson, C., and Gordh, T.: Headache After Spinal Anesthesia 

Lessening Its Frequency, Acta. chir. Scandinav. 94: 


SPINAL ANESTHESIA 


HEBERT ET AL. 555 


The other 4 patients had transient pain or paresthesia in 
one leg, the longest duration of which was twelve days. 
There was no difficulty in performing lumbar puncture 
in any of these cases. Tetracaine and piperocaine were 
equally culpable. 

The incidence of serious neurologic sequelae after 
spinal anesthesia is low. Nicholson and Eversole '* 
reported only 5 cases in 21,000 administrations of 
spinal anesthesia. They also outlined an excellent 
regimen for the prevention of post-spinal-anesthesia 
neurologic complications. In general we have adhered 
to the suggestions made by these authors in regard to 
the preparation of instruments and drugs and to the 
contraindications for spinal anesthesia. The routine 
determination of spinal fluid dynamics on all patients 
being prepared for excision of protruded intervertebral 
disk in order to rule out spinal fluid block above the 
puncture site is a worth while procedure, since spinal 
anesthesia is definitely contraindicated in patients with 
disease of the central nervous system. The possibility 
of late neurologic sequelae after spinal anesthesia must 
always be considered. No such instances have come 
to our attention. 


4.—Headache After 500 Spinal Anesthesias 
(with 18 Gage Needle) 


Grade Duration Number Percentage 
Up to 2 days 11 2.2 
Up to 4 days 2% 4.0 
Dictiantdsdesiadsusras Up to 7 days 15 3.0 
Diicingntnsckinestsewas More than 7 days 1 0.2 


SUMMARY AND CONCLUSION 

The complications encountered during and aiter 
administration of 5,763 consecutive spinal anesthesias 
have been reported. An attempt has been made to 
evaluate the role of these complications in the selection 
of spinal anesthesia as an acceptable method of anes- 
thesia by discussing their cause, prevention and manage- 
ment. We believe that most of the complications of 
spinal anesthesia are to a large extent preventable or 
can be managed so that the incidence of permanent 
harm to the patient can be minimized. 


ABSTRACT OF DISCUSSION 


Lieut. Cot. Joan Garpiner, Washington, D. C.: In 
analyzing our cases of spinal anesthesia at Walter Reed General 
Hospital over a similar period of time I found a similar number 
of spinal anesthesias of all types, with about the same percentage 
of complications. The great majority of surgical operations 
performed with the patient under spinal anesthesia were below 
the umbilicus, but a greater variety of patients were included, 
male and female, young and old, as well as those in the category 
reported by Dr. Hebert and associates. In 1 patient in whom 
atelectasis developed, the operation was performed with the 
patient in the lateral position with the kidney bar elevated. 
Walter Reed General Hospital is extremely fortunate in having 
a large, well equipped and well staffed Recovery Ward adjacent 
to the Operating Room and supervised by the Anesthesia 
Department. This has a direct influence on the low incidence 
of atelectasis after all types of anesthesia. It has been our 
experience that the most severe spinal headaches followed 
so-called low spinal anesthesia. A woman was undergoing an 
elective cesarean section. The continuous catheter technic was 
chosen. As the anesthesia was being established, it was found 
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that the nervous pathways blocked were going to involve only 
one side. Every effort to diffuse the drug to the other side 
failed. General anesthesia had to be instituted. It was found 
that the patient had had a myelogram because her family 
physician told her that she had a tumor of the spine. Roent- 
genograms were taken with the intrathecal catheter still in place. 
The radiopaque substance was present and indicated a septum 
dividing the spinal canal up as high as the twelfth dorsal 
vertebra, with the catheter lying on one side of the septum. 
Dr. Meyer Satan, Providence, R. I.: The cases presented 
are not a representative series for statistical evaluation, 
inasmuch as 85 per cent of the anesthesias were administered 
for extraperitoneal surgery. The intra-abdominal cases were 
all for the same operative procedure. There were no cases of 


pelvic or upper abdominal surgery. The patients were all in_ 


good physical state, were within the same two decades of age 
and were operated on for a limited variety of conditions. It 
is possible to obtain much valuable information from such a 
series. Three hundred and sixty-three patients exhibited nausea 
and vomiting. Of these, 52 (14 per cent) had a fall in systolic 
blood pressure of more than 40 mm. of mercury. It is stated 
that the fall in blood pressure is an etiologic factor in the 
production of nausea and vomiting. To prove this contention we 
need to be told the incidence of this complication in all the 
patients with falls in systolic blood pressure of more than 
40 mm. of mercury and the incidence of nausea and vomiting 
in patients with blood pressure falls of less than 40 mm. of 
mercury. We are told that turning patients prone precipitated 
this complication but not the percentage of these patients in 
which nausea and vomiting developed, compared with those who 
remained supine. There occurred 326 times a level of anesthesia 
unnecessarily high, which was associated with symptoms of cir- 
culatory or respiratory embarrassment. We are not told whether 
this complication occurred more often in patients for intra- 
abdominal surgery or in patients lying prone for laminectomy. 
The author states that too high spinal anesthesia occurs less often 
with tetracaine-dextrose than with piperocaine and procaine, but 
not to what degree and how often. It would be important to 
know the relationship between the degree of circulatory depres- 
sion and the height of anesthesia; the degree of circulatory 
depression and the type of surgery; the extent of the depression 
and the position of the patient. It is comforting to know that 
tetracaine may lower the blood pressure less than procaine or 
piperocaine, but, again, how much and how often? We wonder 
whether tetracaine was the greatest offender in inadequate spinal 
anesthesia because it was the agent of choice more often for the 
longer procedures, and, if so, whether the figure of 3.5 per cent 
is high or low. Postoperative atelectasis occurred in 36 patients. 

De. Foster Kennepy, New York: We see the persons in 
whom gradual paralysis below the waist has developed. In 
Bellevue Hospital we have seen about 30 of them in the 
past five years. Occasionally these paralyses have occurred 
immediately after the spinal anesthesia. The relationship of 
spinal anesthetics to paralysis is obvious. My last patient 
was a clergyman who, against his protest that he did not 
want a spinal anesthetic because he had seen it as having 
failed in a hospital in which he had been working, was 
given one. He emerged, five years ago, with complete destruc- 
tion of the epiconus and an ascending paralysis of the spinal 
cord. In other words, he was paralyzed in both legs, he had 
no bladder function or sexual function; today, five years later, 
he is completely without any sensation in the skin area sup- 
plied by the sacral roots. A heavy price to pay! Dr. Hebert 
said that later neurologic complications .must be considered. 
That is an important remark spoken lightly. We have oper- 
ated on these persons in many cases, and we have found 
their spinal cords completely surrounded and strangled by 
fibrous adhesions of the arachnoid membrane. The paralysis 
does not always appear immediately. It comes on as a form 
of pain or weakness in the gait, which is considered to be 
simply postoperative weakness. In the course of a few 
months the stiffness gets worse, and paralysis and complete 
paraplegia may emerge in the course of eight or nine months. 


A. M, 
Fe, 2s, 1985 


These are hazards that do not come to the surgeon’s attention, 
and often our patients have not been able to correlate their 
condition with the operation. They were well pleased with 
the operation, and it never occurred to them that their present 
state emerged as the result of that operation. I think that 
the headaches described by Dr. Hebert are a good deal fewer 
in his spinal anesthetic patients than the headaches following 
simple lumbar puncture in our large experience. 


Dre. Atten Conroy, Chicago: Colonel Gardiner has 
brought out “pocketing” of the anesthetic agent so that only 
the neural pathways of one side were blocked. I have always 
had a suspicion that such failure of diffusion could occur, 
and that interesting case confirms the idea. I should like to 
ask Dr. Hebert whether the tetracaine, which seemed to 
be responsible for so many failures, was in liquid form or 
whether he started with the instantly soluble crystals? It was 
our experience during the war that the liquid form which 
had been stored for many months in a warehouse was often 
the source of failure. Inquiry of the manufacturer revealed 
that when tetracaine is stored for a long while it recrystallizes 
out into an inert but harmless form. We were able to trace 
failures back to lots in which we could see crystals when the 
ampul was held up to the light. With regard to headache 
from spinal anesthesia, there has always been an underem- 
phasis on the psychologic factor. There is nothing more 
aggravating to the anesthetist who has had to “sell” spinal 
anesthesia than to have surgeons make such a point of telling 
the patient, “Do this and don’t do that, or you will have a 
headache.” Experience I had in the army confirmed that 
feeling. Many boys received multiple spinal anesthesia. Two 
of them were placed in a room with a man who was in my 
opinion a “bad apple in the barrel.” They had had two 
previous spinal anesthesias apiece, completely uneventful. The 
other man was the complaining type. He had a spina! anes- 
thetic while these 2 boys were still in his room. He came 
back and had nausea, vomiting and headache. These 2 boys 
had another spinal anesthesia within a week. Both of them 
had headaches and nausea afterward. They subsequently had 
five and seven spinal anesthesias, respectively, without inci- 
dence. We found that when one patient had headache on 
a big ward, several more would have it in the next couple 
of weeks. Then that ward would be quiet, surgically: there 
would be no more operations, and that little epidemic of 
headaches would die out. I do not mean to imply that I 
consider headaches entirely psychologic, but the psychologic 
factors could play a large role. The less one says about 
it to the patient, the better. I should like to ask Dr. Hebert 
what to do about spinal headaches. 


Dr. Irvinc R. Hayman, Paterson, N. J.: Dr. Conroy 
mentioned the psychologic effect. I cannot refrain from citing 
a case that happened about six weeks ago, in which the 
surgeon came to the operating room and told me that a certain 
patient who had just had a first stage prostatectomy had a 
terific headache. Every time he sat up the headache got 
worse. In going over the chart of this particular patient, 
I found that he had received thiopental anesthesia, not spinal. 


Dr. Ernest A. Doup, San Diego, Calif.: We use a great 
deal of spinal anesthesia, and with comparable results among 
six specialists certified by the American Board of Anesthesiol- 
ogy. Dr. Hebert mentioned that 99 per cent of the failures 
were due to inadequate administration or poor puncture. We 
had 2 cases refuting this statement within the past month, im 
which fractional tetracaine anesthesia was attempted. In 
both instances we were able to withdraw the spinal fluid 
freely. One spinal anesthesia I administered personally; the 
other was administered by one of my associates. A total of 
40 mg. of tetracaine hydrochloride diluted to 10 cc. with 
dextrose was injected, but anesthesia was not obtained. After 
the 10 cc. of drug was administered, I freely withdrew 10 ec. 
of fluid and confirmed the position of the needle in the spinal 
canal. We may go for a considerable period of time with no 
cases of postanesthesia headaches. Then we may encounter 
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several at one time. Why, we do not know. We use the 
liquid tetracaine for the majority of our anesthesias. The 
ampuls are sterilized in a tincture of benzalkonium chloride- 
zephiran chloride® solution, which is colored. Every month 
we find the contents of one or more ampuls of tetracaine, dex- 
trose or ephedrine colored by the antiseptic. There apparently 
js no change in the volume of the solution. We have wondered 
whether headaches may be caused by changes in a batch of 
drug, by variations in the barometric pressure or by leakage 
into ampuls, particularly in hospitals where the ampuls are 
immersed in colorless solutions. 

Dr. Cart E. Tetiricx, Columbus, Ohio: Dr. Gardiner’s 
remarks were gratifying, since he had experience with a more 
varied group of patients than we reported and seemed to have 
about the same percentage of incidence of complications. With 
regard to headaches occurring in relation to low spinal 
anesthesia, we have reported a separate series of 500 cases 
of low spinal anesthesia for hernial surgery and rectal work 
that were given with an 18 gage needle. Headache as a 
complication occurred in 9.4 per cent of cases as opposed to 
64 per cent in the group that has formed the basis of this 
paper. [he incidence of grade 2 and grade 3 headaches was 
definitely more common in the smaller group. The remarks 
of Dr. Saklad in reference to the statistical evaluation were 
appreciated; we realize our shortcomings in this respect. We 
can only say that a detailed statistical analysis has given way 
to an attempt to realize some general clinical impressions. We 
do not present this paper as an extremely accurate statistical 
analysis. Dr. Kennedy’s remarks add greatly to the clari- 
fication of the subject of neurologic sequelae. In answer to 
Dr. Conroy’s question, we have used both the liquid and 
crystalline forms of tetracaine in an equal percentage of cases. 
This was done with a definite purpose—to determine whether 
the physical form of the drug had any relation to the inci- 
dence of complication. The number of failures was practically 
identical. With regard to these headaches, we are definitely 
impressed that the incidence of multiple punctures is related 
to the incidence of headache. A spinal anesthetic is often 
accused of producing a complication, which is in reality caused 
by another factor in the anesthetic management. In reference 
to Dr. Doud’s remarks, we are still forced to believe that 99 
per cent of our failures (and it is the general consensus in 
the literature that percentage is correct) are due to inadequate 
subarachnoid puncture. The real complications of spinal anes- 
thesia are largely preventable or can be managed so that 
the permanent harm to the patient is negligible. There may 
be a discrepancy between true spinal anesthesia complications 
and the influence of other factors, either in the preoperative 
management or in the surgical procedure. We do not advo- 
cate spinal anesthesia to the exclusion of other satisfactory 
methods. As Dr. Hebert stated, about 45 per cent of our work 
is spinal and the rest general. 


Standards, Usefulness, Nonsectarianism.—In order that 
a physician may best serve his patients, he is expected to exalt 
the standards of his profession and to extend its sphere of use- 
fulness. To the same end, he should not base his practice on 
an exclusive dogma or a sectarian system, for “sects are implac- 
able despots; to accept their thralldom is to take away all 
liberty from one’s action and thought.” A sectarian or cultist 
as applied to medicine is one who alleges to follow or in his 
Practice follows a dogma, tenet or principle based on the 
authority of its promulgator to the exclusion of demonstration 
and scientific experience. All voluntarily associated activities 
with cultists are unethical. A consultation with a cultist is a 

Sesture if the cultist is assumed to have the same high 
grade of knowledge, training and experience as is possessed by 
the doctor of medicine. Such consultation lowers the honor 
and dignity of the profession in the same degree in which it 

vates the honor and dignity of those who are irregular in 
raining and practice —Section I, Chapter II of the PrincrPtes 
 Mepicat Ernics of the American Medical Association. 
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MUSCULOFASCIAL PAIN 
Treatment by Local Injection of Analgesic Drugs 


RALPH L. GORRELL, M.D. 
Clarion, lowa 


Any patient suffering from pain may be a candidate 
for local injection of procaine hydrochloride or other 
analgesic drug. If the pain arises from muscle or 
fascia, the injection may dramatically relieve the pain. 

Necessity for Such Treatment.—Because the pain 
associated with many conditions has a tendency to 
decrease or disappear with little or no treatment, many 
physicians do not realize the number of persons who 
suffer unnecessary or prolonged pain. Careful fol- 
low-up study over a period of years reveals that 
certain muscle-fascia pains are never completely 
relieved by conventional methods of therapy and leave 
residues of weakness, lessened function and _ liability 
to recur with less provocation. 

Pain, formerly supposed to be always protective in 
nature, actually may harm the organism by (1) pre- 
venting full function, i.e., disability due to sprains, 
(2) causing other muscles to splint protectively the 
painful area and (3) setting itself up as a nerve reflex, 
as an independent disease which persists long after 
the original cause has disappeared (Leriche'). © 

Nature of Pain—Pain is one of the body’s responses 
to a change in internal or external environment. The 
pathologist Welch pointed out many years ago that 
the body has only a few responses to many forms of 
stimuh. Pain in itself need not be useful. 

Variable Factors Affecting Pain—Among the vari- 
able factors affecting pain are skin, muscle and fascia, 
viscera, mind, personality, the weather, the endocrine 
glands (ovary, parathyroid, thyroid, pituitary and 
adrenal), allergy, the sympathetic nervous system and 


- diet (vitamins and calcium). 


Experimental study, i.e., controlled study, on the 
human being must take into account all these factors 
which may influence pain. Either a group of patients 
must be intensively studied from every physical and 
mental standpoint for a short period of time, or a group 
must be followed for a period of years to rule out 
unsuspected physical and psychic factors. 

The patients here discussed have been followed one 
to thirteen years. Some control was exercised by 
knowing the environment, previous diseases, something 
of the personality, body function and diet of the 
patients. In a number of instances the same patient 
received an injection again, after a lapse of months or 
years, for another painful condition. In such instances 
the patient acted as his own control. While this group 
was being treated by local injections of analgesic drugs, 
a larger group with similar conditions were managed 
by conventional measures (diathermy, manipulation, 


infra-red rays, rest and support). No statistical com- - 


parison is possible, but the percentage of dramatic 
recoveries is much smaller in those receiving the usual 
forms of therapy. 
PAIN IN MAN 
The only experimental animal which may be properly 
used in the study of pain is man. Clinical research 
may be carried out in one’s own office. The general 


Read before the Section on General Practice at, the Ninety-Bighth 
vant, R.: Surgery of Pain, Baltimore, & Wilkins Com- 
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practitioner, the internist, the pharmacologist or the 
physiologist will find that pain is a common denominator 
to many diseases, that little is clinically proved and 
known about pain and that the concept of the peripheral 
origin of pain is a fruitful one. The physician who 
injects local analgesic drugs properly finds a renewed 
sense of interest in routine painful conditions and a 
sense of power in his ability to relieve pain at once, to 
improve on nature’s nonspecific attempts at relief. 


ORIGIN OF PAIN 

Patients with pain can be separated in two groups, 
first, those with pain arising from muscle, fascia or 
skin, and second, those whose pain is caused by internal 
disease. In the latter group, local analgesic injection 
may be helpful in that relief of pain permits improved 
visceral function or may be used for palliation only. 

All pain is felt peripherally. It is difficult for the 
physician to determine at first whether the pain arises 
from musculofascial tissue or from visceral disease. 
Clearcut, “typical” pain is uncommon. “Typical” 
coronary pain may be due to a fibrositis of the shoulder. 


THE TRIGGER POINT 

Pain originates from a trigger point. The trigger 
point is a focus, a point of irritation set up in muscle 
or fascia, from which pain travels outward in a regular 
or irregular manner. The pain does not usually fol- 
low anatomic nerve distribution. 

Leriche,' Lewis,’ Kellgren,’ and Travell * and others 
have emphasized the importance of the trigger point 
in explaining the mechanism of musculofascial pain 
and in treating it by injection. Trigger points in cer- 
tain areas tend to produce pain in adjacent areas 
which may assume typical distributions (Kellgren * and 
Travell *). 

What Sets Up the Trigger Point?—Trigger points 
result commonly from injury, such as a blow on the 
chest, a sprained ankle or a strained back, fairly com- 
monly from fibrositis (muscular rheumatism) or osteo- 
arthritis and less commonly from brucellosis, syphilis, 
influenza or upper respiratory infections, focal infec- 
tions, protruded intervertebral disk or true neuritis. 
Serious visceral disease, i.e., carcinoma, peptic ulcer, 
pneumonia or coronary disease, may reflexly set up a 
trigger point. 

What Is the Trigger Point?—The trigger point has 
never been exactly duplicated experimentally. Kell- 
gren® has injected hypertonic saline solution into 
muscles and fascia of volunteers and has demonstrated 
that certain pain patterns occur. Histologic study can- 
not be performed because the entire trigger area cannot 
be excised. After studying hundreds of pain-producing 
trigger points, one comes to the conclusion that a small 
area in any muscle or fascia may become a miniature 
sending station, a pain-producing center, if anatomically 
or physiologically altered. 

The point may be located in connective tissue just 
beneath the skin or may be 4 inches (10.16 cm.) deep. 
It may be flat or spherical, small as a pea or large as 


2. Lewis, T.: Pain, New York, The Macmillan Company, 1942. 

3. Kellgren, J. H.: Observations on Referred Pain Arising from 
Muscle, Clin. Se. 3: 175 (May) 1938. 

4. Travell, J.: Basis for Multiple Uses of Local Block of Somatic 
Trigger Areas, Mississippi Valley M. J. 71:23 (Jan.) 1949. Travell, J.; 
Rinzler, S., and Herman, M.: Pain and Disability of Shoulder and Arm, 

. A. M. A, 120: 417 (Oct. 10) 1942. Travell, J.: Treatment of Painful 
aes of Skeletal Muscle, New York State J. Med. 48: 2050 (Sept. 
15) 1 
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an olive. It may be located in normal tissue or jn q 
nodule of fibrous tissue (fibrositic nodule). It cannot 
be grossly palpated. Travell* expressed the belief 
that it gives a different sensation to the inserted needle. 

What Is the Mechanism?—Why does the local injec 
tion of a small amount of short-acting drug stop a 
whole process? When confronted with clinical facts, 
one may (1) deny their existence, (2) theorize or 
(3) think. All these trends have appeared in the 
literature.° 

Presumably the trigger point acts through the 
nervous system, because correct injection relieves pain 
immediately and often cures the point. Leriche* sug. 
gested that all pain is due to vasospasm. Procaine 
injections are followed by a local vasodilatation which 
is often pronounced. Confusing is the fact that injec- 
tion of many types of solution (iodized oil, isotonic 
sodium chloride solution *) or even needling,’ spraying 
on of ethyl chloride or manipulation may be of value in 
treating the trigger point. The injection of a trigger 
point breaks up the cycle of pain—disability—more 
pain. 

Finding the Trigger Point—Direct Injury: The 
trigger point will be found at the site of the injury. A 
sprain or strain tears ligaments and muscles in the 
affected joint or in the back. 

Fibrositis, periarthritis, rheumatism, osteoarthritis 
and other less definite conditions usually cause pain in 
the back, gluteal areas, neck or shoulder. Trigger 
points are to be found in. the lower back muscles 
(erector spinae, multifidus). and ligaments, gluteal 
muscles, strap muscles around the occiput, and in the 
deltoid, supraspinatus or trapezius, respectively. 
Travell * clearly sketched the trigger points for various 
pain locations. 

The patient must wince when the trigger point is 
palpated. Identification is more assured when the 
patient’s pain is duplicated or if the patient says, “That 
spot starts my pain up.” Injection of true trigger 
points relieves pain at once. 

The more numerous and tender the areas that are 
found, the less likely it is that they are true trigger 
points. Trigger points are often found outside the 
area where the pain is felt by the patient. 

If no trigger point can be found, spray the painful 
or tender area with ethyl chloride fifteen to twenty 
times, back and forth (Travell*). Pain will be some- 
what relieved and motion increased. If complete relief 
is obtained, further therapy is not needed. Trigget 
points may be more easily found when some of the 
pain has been relieved. 

What Happens to Trigger Points?—If the trigget 
point is untreated, the area may gradually lose is 
sensitivity and revert to normal, it may remain 1 
nitely as a constant source of irritation and pain oft 
may cause increasing pain. The patient may say 
he “has had to be careful of his back” ever since the 


Company, 1943. Steinbrocker, O.: Arthritis in Modern Practice, *® 
delphia, W. B. Saunders Company, 1941. Good, M.: Traumatic Myalga 
(Procaine Injection), Practitioner 148: 236 (April) 1942; Fibrosis: 
Five Hundred Cases Treated in British Army, Ann. Rheumat. Dis. 
(Feb.) 1942. Schachter, M., and Cohen, E.: Therapy by Injecoon 
Procaine in Neuralgia, Bull. méd. Paris 471823 (Dec. 23) 1933, & 


land, M. O.; Periarthritis and Its Treatment with Novocaine, Injet = 
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Vestnik khir. 35:86 (Jan.) 1934. Macedo, M.: Injection © 347, June? 
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injury or lumbago. The ankle that has been sprained 
js weaker than formerly and tends to resprain more 
readily. The shoulder hurts on less provocation. 
These sequelae, often unknown to the first physician 
who treated the patient, may be prevented by prompt, 
complete relief of pain. 

Conventional, nonspecific therapy, including heat 
(diathermy, infra-red rays), taping, belts and corsets, 
massage, vasodilating drugs, cold, and oral analgesic 
drugs, often partially relieves the pain but lets the 
trigger point persist. Manipulation and ethyl chloride 
spray, properly managed, may cure a trigger point. 

Which Trigger Points Should Be Injected?—Do not 
inject trigger points if the painful condition tends to 
subside quickly and completely with nonspecific 
methods or with ethyl chloride spray. In suitable 
cases the trigger points should be cured by injection, 
because in no other way can a pathologic process be 
reversed so completely, so quickly and so permanently. 

A sprained ankle may be injected with a few cubic 
centimeters of 1 or 2 per cent procaine hydrochloride 
solution, and the patient may return to active work at 
once with his pain relieved and further swelling pre- 
vented, nor need he fear that the ankle will be weak 
in the future. These statements have been proved by 
ten year follow-ups. Patients who have had painful 


Taste 1—-Number of Treatments per Patient for Painful 
Conditions from 1937 to 1949. (Not complete for 1949) 


Injections One Two Three Four Five Six Seven Eight 
Patients*...... 310 45 22 14 4 2 3 2 


*Many of the earlier patients were dismissed too soon; enough injec- 
tions were not given to be curative. 


conditions cured by local injection return voluntarily 
for injection of drugs to cure other painful conditions. 

Painful Conditions Which Should Not Be Treated 
by Injection —Do not use injections to treat patients 
with musculofascial pains which do not present true 
itigger points; nervous patients whose pain is tied up 
with emotion, who are afraid of any type of treatment 
or of injections or who use their pain for their own 
advantage ; those whose pains are vague, poorly defined 
or transient, or those with pains due to underlying 
visceral disease, except when pain relief may improve 
visceral function or when there appears to be a large 
portion of the visceral pain due to a trigger point. 

In compensation cases the patient will respond well 
to local injection if his cooperation is obtained and if 
he wants to get well. 


Location is not a contraindication to injection almost 
aywhere in the body, if the underlying anatomic 
Stfucture is understood. A sharp, slender needle may 

introduced into musculofascial tissues without harm 
and without regard to depth of injection in muscle, 
Provided sterile technic is followed. There has been 
to evidence of infection in seven hundred injections. 
Result of Injection—The injection or infiltration of 
@ true trigger point results in immediate pain relief 
* resumption of full motion. The patient can move 
we positions that were impossible or painful 

ore the injection, furnishing objective evidence of 
pain relief. This relief occurs even when the patient 
Rot told to expect it. A group of patients were 


gen injections, supposedly as a part of a diagnostic 
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study, yet the percentage of cures was just as high. 
Such controls rule out psychogenic or placebo effect. 
The patient should be informed that there may be 
a temporary recurrence of the pain two to five hours 
after the injection. Such recurrence occurs in 40 per 
cent of patients and may be either mild or severe enough 
to warrant the oral use of a narcotic. The patient 


Taste 2—Location of Pain Complained of by Patient; Not 
the Location of Trigger Points 


Number of Number of 


Area Patients Area Patients 
Lower back, hip, coceyx. 107 9 
Lower back plus Finger 2, thumb 2...... 4 
Thoracie spine......... 6 8 
33 7 
20 Achilles tendon.......... 1 

1s Temporomandibular.... 

401 


should be given a prescription for acetophenetidin- 
acetylsalicylic acid capsules to which has been added 
grain (0.8 mg.) morphine sulfate and should be 
instructed to take one every four hours, if needed for 
soreness, while carrying on usual activities. 
Approximately one half of all patients require only 
one injection for permanent benefit. The others are 
told to return in twenty-four to forty-eight hours or 
at any time that pain is present and persisting. Results 
are best when the patient works and uses his muscles 
fully and normally immediately after the injection. 
Trigger points due to trauma are usually relieved 
permanently by one or two injections. Those due to 
fibrositis, osteoarthritis, osteoporosis and other chronic 


TABLE 3.—Results of Treatment of Musculofascial Pain with 
the Injection of Analgesic Drugs 


Patients 
Results Number Percentage 
Immediate, complete relief*...........-..4+ 131 30 
Fair relief;{........ 82 20 


* Dramatic cure, comp.ete relief of pain. 

t Pain relieved as well or better than with conventional methods, 

t Pain partially relieved or completely relieved for only a short time, 

§ Pain only slightly relieved. 

Procaine injection entirely ineffective. 

{The last three groups include patients with underlying organie dis- 
ease, patients with psychosomatic problems and patients in whom physi- 
cian failed to find true trigger points, to inject adequately those found 
or to continue injections long enough. 


conditions are often quickly relieved but may recur in 
later months or years. Trigger points due to true 


neuritis or to nerve trunk pressure, as by a protruded 
intervertebral disk, are relieved for only a few hours 
or days. 

Number of Injections.—If two to four treatments of 
one or more injections have been followed by relief, 
then recurrence, the patient should be studied for 
serious underlying disease as the cause. 


| 
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Chronic conditions usually require more injections 
than do acute painful injuries or disease. Acute con- 
ditions may be cured with one or two injections; 
chronic pain may require three to eight injections (table 
1). As many as fourteen injections have been given 
at intervals of a few days by some workers in the field. 

Number of Injections at One Treatment.—Usually 
only one injection is given, unless several trigger points 
are found, After the most severe pain has been 
relieved (tables 2 and 3), minor pain may then be 
noticed for the first time by the patient and secondary 
trigger points may be found and injected. Seldom are 
more than two or three trigger points found. 


TECHNIC OF INJECTION 

1. Give the patient a quickeacting sedative (pentobarbital 
sodium, 14% grains [0.1 Gm.]) orally. This counteracts any 
possibility of procaine reaction and allays the nervousness of 
the patient. True allergic reaction to injected procaine 
hydrochloride solution is so rare that it can be disregarded. 

2. After finding the trigger point, decrease the skin sensitiv- 
ity by (a) spraying with ethyl chloride, (b) applying an ice 
cube wrapped in gauze to the skin or (c) keeping the skin 
under tension by spreading it apart with the finger tips of 
the left hand. 

3. Quickly jab the needle through the skin and into the 
subeutaneous fat. The fast introduction of a 22 to 24 gage 
needle is almost painless (suggestion of Travell *), as con- 
trasted to the intracutaneous injection usually employed in 
local anesthesia. 

4. Slowly push the needle deeper through the insensitive 
fatty tissues until the patient complains of pain. Infiltrate 
with a small amount of 0.5°to 1 per cent procaine hydrochloride 
solution, until no tenderness is found on palpating all around 
the needle at the marked trigger point (it should be marked 
with a skin-marking pencil or ball-point pen) or by moving 
the needle point from side to side. This completes the injec- 
tion, and the needle may be removed. 

5. If deep tenderness is diminished but still present, slowly 
introduce the needle until another painful area is touched, and 
repeat slow infiltration of weak procaine solution. 

6. As soon as the transient dizziness caused by the anesthetic 
disappears, have the patient get off the table and move about 
freely. He should attempt to perform motions that were 
impossible or painful before the injection and should assume 
postures in an attempt to reproduce the original pain. Have 
the patient carry on any activities that increased the pain 
prior to the injection. 

7. If all pain is relieved, the patient may return to work 
at once and continue at work every day. Reinjection is 
necessary if pain recurs and is still present at the end of 
forty-eight hours. Accessory measures such as application of 
heat or support should not be needed if true trigger points 
are treated. 

8. Search for another trigger point if the patient still com- 
plains of pain, and inject it. If not sure of technic or complete 
blocking of trigger points, 50 mg. of meperidine hydro- 
chloride (demerol hydrochloride*) (1 cc.) may be added to the 
solution of procaine hydrochloride injected locally. 


REPORT OF CASES 

Case 1.—/njury—S. H., a man aged 36, a railroad engineer, 
was thrown forcibly down on a narrow iron bar in the loco- 
motive. The impact was on the right gluteal muscles and 
right thigh adductors. He suffered severe pain for sixteen 
days during his hospitalization, under the care of a competent 
orthopedic surgeon. Repeated roentgenologic studies revealed 
no fracture or other bony abnormality. He was fitted with 
a belt and gradually allowed to resume walking. 

When I examined him two and one-half months after the 
injury he was unable to flex or adduct his right thigh, he 
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walked with a limp, he could not sit on the right buttock and 
he could not climb stairs except by stepping up with the leit 
foot. 

Trigger points were found in the right gluteus medius and 
at the insertion of the right high adductor muscles. Ten cubic 
centimeters of 1 per cent procaine hydrochloride solution was 
injected into each area, especially around the indurated sear 
tissue in the right buttock, which apparently was the result 
of a traumatic hematoma. At once, the patient could walk 
freely without pain, could sit down comfortably and could 
be as active as his scar tissue and poor physical condition due 
to the inactivity permitted. 

He asked for several subsequent injections for mild pain, 
he became increasingly active and less nervous and returned 
to work in ten days. This case is controlled by previous 
knowledge of this patient over an eleven year period, during 
which he never attempted to avoid work. 


This case illustrates (a) that prolonged rest is not 
the answer to trauma, (b) that support gives a sense 
of comfort while being used but does not permit full 
motion and recovery, (c) that diathermy and other 
conservative forms of therapy often do not relieve pain 
and (d) that an exceedingly good result may be 
obtained with a few procaine injections of trigger points. 

Case 2.—Sprain—Miss E. C., aged 17, had a severe ankle 
sprain in 1939, with decided edema and pain. Two trigger 
points were found in the lateral ligament of the ankle, just 
inferior to the lateral malleolus, and were infiltrated with 8 ec. 
of 2 per cent procaine hydrochloride solution within one hour 
of the injury. Pain was relieved at once; the edema receded 
in twenty-four hours, and the ankle has been perfectly normal 
in the last ten years. 


Orthopedic surgeons often state that injections are 
pain relieving but do not cure the underlying condition. 
This is entirely true, as see case 4, and one should 
always examine the affected area roentgenologically 
as soon as possible. Because the orthopedists see the 
occasional rare, severe ligamentous injury to a joint, 
they do not realize that hundreds of less severe injuries 
are treated by general practitioners, general surgeons 
and others. Orthopedists, one finds in talking with 
them, often do not take time to study the technic and 
find the trigger points; they obtain poor results and 
blame them on the technic. 


Case 3.—Precordial Pain—Mrs. H. R., aged 56, a house 
wife, complained of precordial pain appearing after exertion 
(stairs, walking uphill) and emotion and relieved by glyceryl 
trinitrate and rest. From 1938 to 1943 she received 
eight injections into a trigger point in the tip of the left 
shoulder (deltoid muscle). On each occasion, the chest pain 
was relieved for prolonged periods and she was able to pet 
form full activities. A consulting cardiologist (Willius) com 
sidered the pain psychogenic and the injections useless. 


The same type of pain recurred a few months later, 
while I was in military service. No injeétion was given, 
and the patient died from coronary thrombosis. 
peripheral pain cause coronary pain or vice versa? 
Regardless of the explanation, this patient was 
along in comfort for five years. She was cons 
hypertensive (blood pressure 180 systolic and I 100 
diastolic), exhibited slight cardiac enlargement on the 
roentgenogram of the chest and no abnormalities o# 
the electrocardiogram. 


The problem of anginal pain has been studied by @ 
number of workers, who have given local injections of 
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ocaine solution into the trapezius, deltoid, pectoral 
and supraspinatus muscles.° 


Case 4—Tumor Simulating Sprain—Mrs. F. M., aged 54, 
had a “sprained knee” when procaine injections were first 
being used. Infiltration of a trigger point on the medial aspect 
of the knee relieved pain at once. On her return, injection 
of the drug again relieved pain. Roentgen examination 
revealed a giant cell tumor of the knee. 


This case, and others like it, teaches that (a) relief of 
pain does not mean that the pain arises from musculo- 
fascial tissues, (b) diagnostic methods must be 
employed, (c) the physician should be suspicious of a 
“sprain” anywhere but in the ankle. A sprained wrist 
is usually a fracture of the scaphoid bone. 

Case 5.—Fibrositis—O. L., a farmer, aged 61, had had recur- 
rent back pain for thirty years, usually of a mild, nondisabling 
nature, ever since an acute onset while shoveling corn. His 
general health had been good. Six weeks before examination, 
sudden, severe lumbar pain occurred when he was opening a 
car door. The pain was increased by coughing and activity 
and was unrelieved by heat, rest, hospitalization tor two wecks 


Tasixr 4.—Causes of Pain in Series of Patients Given 
injections* of Procaine Hydrochloride Solution 


Fibrositis, rheumatism........ §1 Carcinoma of the stomach.... 3 
Carcinoma of the reetum...... 
Injury, direet blow............ 31 Carc.noma of tie b.ca.t...... 3 
Undiagnosed (pleurodynia, 3 
neuraicvia, In) a.g.a, 
arthr tis and so on)..... Brucellosis........ 2 
Osteoart ritis.......... & 2 
Gallbladder dysfunction....... 2 
Psyehogenie (emotional Postoperative (abdominal pain) 2 
Scalenus syndrome, herpes 
Intervertebral disk (operated pseudoangina, g ant cell 
Eater)... ee 98 tumor of the bone, varicos- 
Neuritis, proved...... susnee a ity of the leg, pulmonary 
Coronary d’sease, chroniec..... 6 toe, verumontanitis, fi- 
Bursitis, shoulder, provei by broid uterus, thrombo- 
aspirat'on..... phlebitis, fat necrosis of the 


*The patients with musculofascial pains were given injections as a 
curative inensure. Those with peripheral pain from other causes were 
injected palliatively or diagnostically, during the course of diagnostic 
of early error in diagnosis, Time is the best diag- 
nostician of all. 


with diathermy treatments and oral analgesics. He was unable 
to get out of bed for more than a few minutes for 4 month. 
He was lean and in good physical condition except for the 
painful back. Roentgen examination revealed only scoliosis 
and axial rotation of the lumbar region of the spine. 

A trigger point was found in the right lateral buttock 
(gluteus medius?) and injected with 8 cc. of 1 per cent pro- 
taine hydrochloride solution. The patient got up in five 
minutes and walked fairly freely around the room and down- 
stairs. He never had a severe back pain after the first injec- 
tion. On seven visits, he received eight injections into the 
first trigger point and into a minor point in the opposite 

k. He went back to full work and was without pain. 


SUMMARY AND CONCLUSION 

A twelve year survey indicates that local injection 
Procaine solution cures muscle-fascia pain and often 
ves pain due to deep-seated causes. Such cures are 
Permanent, unless the cause is still operative, often 
dramatic and to be obtained in no other way (table 4). 
_ Careful study of the patient should precede such 

mjections or should directly follow relief of pain. 


6 Gorrell, R.: Local Anesthetics in Precordial Pain, Clin. Med. 46: 

Rinzler, S., and Travell, J.: Therapy Directed at the 

Pain t of Cardiac Pain, Am. Heart J. 35: 248 (Feb.) 1948; 

1948, yudromes of the Chest Muscles, Canad. Med. A. J. 59: 333 (Oct.) 

eed Gorrell, R.: Procaine Injection of Painful Conditions: Two Hun- 
and Ninety-Five Cases, Am. J. Surg. 45: 224 (Oct.) 1942. 


li (Nov.) 1939, 
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Results are good if trigger points are found and 
carefully injected. Poor pain relief occurs if the pain- 
ful area (reference zone) is injected or if the trigger 
point is not carefully localized. 


Few pains are diagnostic or specific of one under- 
lying lesion. Pain relief, even for days, does not rule 
out visceral disease. 


Conventional methods of treatment have their place 
during diagnostic study and for milder pains. Ethyl 
chloride spray and manipulation often relieve musculo- 
fascial pain. 


ABSTRACT OF DISCUSSION 


Dr. Janet Travett, New York: In Dr. Gorrell’s series of 
about 400 cases, satisfactory results were obtained in 70 per 
cent, including those patients who obtained complete and 
moderate relief. This survey covers a long period, and | 
wonder whether Dr. Gorrell might not have improved this 
figure at the present time with better selection of cases and 
greater familiarity with the method. I believe my results 
are somewhat better than that now. These procedures, both 
injection and use of spray, require a certain manual dexterity. 
Naturally, skill in hitting a trigger area increases with practice, 
but some just lack the manual facility and so get poor results. 
Furthermore, this kind of treatment cannot be done well in 
a hurry. The proper application of these methods is not a 
hit or miss procedure. It is not psychogenic therapy. It 
is a fairly exact science, modified, of course, by human behavior 
and idiosyncrasy. Success depends fundamentally on a know! 
edge of the patterns of referred pain to which these trigger 
areas give rise. A trigger area at a given site sets off a predict- 
able pattern of referred pain; from one person to another 
the pattern is relatively constant. Since the spot that one 
injects is not usually the same place where the patient com 
plains of pain, one must know something about these patterns 
of referred pain in order to begin treatment. One must also 
be resourceful in finding trigger areas when the patterns are 
unfamiliar. This is not too difficult; you have located a 
trigger area when you press on a spot and the patient tells 
you that he feels pain at a distance just where it usually 
hurts. It must be kept in mind that remote disease of the 
viscera can give rise reflexly to trigger areas in the skeletal 
muscles and to pain which is indistinguishable from that 
induced by trauma to the same group of muscles. Furthermore, 
visceral pain can be relieved by injecting those trigger areas 
concerned in its reference. For this reason, relief of pain by 
these methods cannot be used as a diagnostic test to exclude 
visceral disease. For example, the pain of acute coronary 
thrombosis may cease at once when appropriate trigger areas 
are infiltrated or the chest is sprayed with ethyl chloride. 

Dr. L. Gorrect, Clarion, Iowa: This question 
has been submitted: “Do you use epinephrine or stronger 
solution than 1 per cent procaine?” No, I do not. The final 
summary oi these cases is given in the table: Aiter the injec- 
tion of trigger areas in 401 patients, 30 per cent had immediate, 
dramatic relief within one minute; there was good relief 
in 40 per cent, that is, good relief in the sense of the same 
type of pain relief that is obtained with any conventional 
method of treatment, and fair, poor or no relief in 30 per 
cent. These groups were followed for a long time (one to 
thirteen years). 

In the future, these favorable percentages should increase. 
As one learns not to inject neurotic persons, as one 
looks patients over better and improves technics of injec- 
tion, results should be improved. Dr. Travell has a manual 
dexterity that I do not have. Any general practitioner can 
use this technic. 

As iar as the epinephrine is concerned, I do not use it 
ordinarily. It can be reserved for a patient with procaine 
sensitivity, but it isn’t necessary. In fact, the patient ma 
get tachycardia from it, so he prefers not to have epinephrine 
used. 


562 ANAPHYLACTOID 


Clinical Notes, Suggestions and 
New Instruments 


ANAPHYLACTOID SHOCK DUE TO PENICILLIN 
Report of a Case 


R. J. BURLESON, M.D. 
Decatur, Ala. 


Human allergy has a wide variety of etiologic agents, rang- 
ing from protein to nonprotein allergens. The reactions to 
these agents vary in intensity. It has been thought that any 
type of allergen might cause the more minor ailments, such 
as skin reactions, eye reactions, urticaria, exfoliation, fever and 
edema. It is natural, therefore, that penicillin might cause any 
of these, and reference to medical literature bears this out. How- 
ever, the more serious reactions, such as delayed serum sick- 
ness, which is characterized by fever, urticarial eruptions, 
lymphadenopathies and arthropathies, and anaphylactoid shock, 
are primarily caused by foreign proteins injected into the sensi- 
tized patient. Human beings, unlike animals, may inherit this 
sensitivity and may not need a primary sensitizing dose before 
such symptoms appear. Reports of penicillin as this type of 
offender are rare. It is also true that at times these severe 
symptoms have been caused by peanut oil, sesame oil, procaine 
hydrochloride and impurities in association with the penicillin. 


Results: of Intradermal 1 Tests 


Aug. 5, 169 Reactions 


‘Immediate 15 Min. Alter Injection Aug. 20, 149 


Isotonic sodium chilo- 0.4 em. Reaction apparent— No evi- 
ride solution test 0.1 em. injection dence 
wheal site 
200,000 units penicillin 0.4 em. 2.1 em. raised wheal 0.9 em. 
in 1 ee. isotonic so- test with surrounding 3.5 maculo- 
dium chloride’ solu- wheal em. macular area papular 
tion lesion 

with 
0.4 em. 
sealbbed 
center 
1% procaine hydrochlo- 0.4 em. Reaction apparent— No evi- 
ride solution test 0.1 em. injection dence 
wheal site 
200,000 units penieillin 0.4 em. 1.5 em. raised wheal 0.8 em. 
in 1 ec. isotonic so- test with surrounding 2.6 maculo- 
dium chloride solution wheal cm. macular area papular 
and 0.5 ce. 1% pro- lesion 
eaine hydrochloride with 
solution 0.35 em, 
seabbed 
center 


There have been fairly numerous reports of serum sickness 
from penicillin. Cornia and co-workers! found 3 cases of 
serum-sickness syndrome in a series of 2,000 servicemen receiv- 
ing extended penicillin therapy, and Haswell and Wilkinson ? 
reported 4 such cases in their series of 56 penicillin-treated 
patients. Peck and associates * concluded that twenty-five of 
thirty-two cutaneous eruptions due to penicillin were of the 
urticarial, serum sickness-like type. They stated also that this 
group represents the commonest allergic reaction to penicillin. 

Only 2 cases of anaphylactoid shock from penicillin therapy 
have been reported. One delayed fatal reaction is reported 
under this heading,* but this seemed clinically to be more of a 
serum sickness syndrome. O'Donovan and Klorfajn® produced 
experimentally an anaphylactoid state in a penicillin-sensitive 
serviceman. The second case, reported by Waldbott,* concerned 
a death which immediately followed the intramuscular injection 
of penicillin. In this paper a third such case is presented. 


1. Cornia, F. E.; Jackson, L. Y., and Smith, E. L.: Reactions to 
Penicillin, Bull. U. S. Army M. Dept. 4: 694 (Dec.) 1945. ‘ 

2. Haswell, R. E., and Wilkinson, J. F.: Allergic Reactions to 
Parenteral Penicillin, Lancet 1: 308 (March 2) 1946. A ; 

3. Peck, S. M.; Siegal, S.; Glick, A. W., and Kurtin, A.: Clinical 
Problems in Penicillin Sensitivity, J. A. M. A. 138: 631 (Oct. 30) 1948. 

4. Wilensky, A. O.; Fatal Delayed Anaphylactic Shock After Penicillin, 
J. A. M.A. 231: 1384 (Aug. 17) 1946. 

5. O'Donovan, W. J., and Klorfajn, I.: Sensitivity to Penicillin: 
Anaphylaxis and Desensitization, Lancet 2: 444 (Sept. 28) 1946. 

@. Waldbott, G. L.: Anaphylactic Death from Penicillin, J. A. M. A. 


139: 526 (Feb. 19) 1949. 
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REPORT OF A CASE 


C. D., a well developed and well nourished, muscular white 
man, 40 years of age, was seen as an outpatient at the Decatyr 
Clinic on Aug. 3, 1949. He had come to the clinic because of 
an infection in the upper part of the respiratory tract and cough. 
Physical examination revealed normal temperature, a mildly 
reddened pharynx and a normal throat. There was mild tight. 
ness in breathing, but no actual wheezes or rales were heard, 
A complete blood cell count showed a total of 10,050 white cells, 
with 72 per cent polymorphonuclear cells, 21 per cent lympho- 
cytes, 2 per cent eosinophils and 5 per cent monocytes, A 
roentgenogram of the chest revealed only moderate increase jn 
peribronchial markings. The symptoms of cold and cough had 
been present for two or three days only. No history for pre- 
vious administration of penicillin or sensitivities was taken. 

After the aforementioned examination the patient was given, 
as is routinely done at this clinic, 200,000 units of crystalline 
sodium penicillin G dissolved in 1 cc. of isotonic sodium chloride 
solution with 0.5 cc. of 1 per cent procaine hydrochloride for 
analgesic effect. This was given intramuscularly, care being 
taken to aspirate before injection to insure against intravenous 
injection. The time of injection was approximately 6 p. m. on 
August 3. Approximately fifteen to twenty minutes later the 
patient was in severe shock; he had extreme dyspnea, severe 
hyperemia and profuse sweating. His heart was regular but 
rapid, the radial pulse was almost imperceptible and the pulse 
rate was 148 per minute. His blood pressure was only 50 systolic 
and 20 diastolic. He was decidedly agitated, tense and not able 
to lie still, and he complained of choking, tightness of the chest, 
weakness and generalized itching. The lung fields were filled 
with typical asthmatic wheezes. His eyelids were swollen, and 
his tongue was thick. There was a generalized flushing of the 
skin but no urticaria or definite rash. 

He was immediately given diphenhydramine hydrochloride, 
3 to 4 cc. (30 to 40 mg.) intravenously; it was injected rather 
rapidly over a period of sixty seconds. The patient's condition 
improved, with alleviation of sweating and itching, general 
improvement of feelings, less nervousness and disappearance of 
the flushing of the skin and the swelling of the face and tongue. 
His chest was clear on auscultation. These changes were evi- 
dent during the ten minutes following injection. There was a 
slowing of the pulse rate to 90 but no change in the blood 
pressure. This period of improvement continued for about forty- 
five minutes, after which the patient again became apprehensive, 
complained of being “too hot” and felt weak. These secondary 
symptoms, however, were never as severe as the primary ones. 
No other medication was given. The patient gradually improved 
in the next hour, and at 7:45 p. m. he was transferred to 
Decatur General Hospital for overnight observation. His 
pressure had climbed to 90 systolic and 48 diastolic. His pulse 
was much firmer, and the rate had slowed to 74 per minute. 
He was subsequently given thonzylamine hydrochloride, 10 
mg. orally every four hours for four doses. He was disc 
from the hospital August 4, after an uneventful night and with 
completely normal physical observations and feelings. His blood 
pressure had become stabilized at 110 systolic by 9 p. m., three 
hours after the administration of penicillin. 

On August 5 and August 20 the patient was recalled to the 
clinic for follow-up study and to determine definite sensitivity 
to penicillin. Intradermal tests were made, with the 
shown in the accompanying chart. 


COMMENT 

Subsequent investigation revealed no history of hay fever, 
asthma or other allergic tendencies; however, it is probable 
that certain of his symptoms on his admission were of this 
nature. Later history revealed that there had been previous 
administration of penicillin, “three or four injections,” about 
one year previously and also that the patient had taken, without 
prescription, over a million units of penicillin, orally, during 
January 1949. He stated that he had had slight itching at the 
time of the oral ingestion only. 

The patient's secondary symptoms were probably due 
insufficient injection of diphenhydramine hydrochloride or to the 
lack of a subsequent injection of the same drug at this M®, 


ss 


| 
| 
Th 
react 
report 
symp 
intra’ 
ered, 
for 1 
In 
trates 
penic 
that i 
did n 
rate \ 
rt 
presel 
nately 
Cc 
Thi 
one of 
series 
Nutri 
Th 
certai 
huma 
choice 
loupe 
gToup 
health 
thistle 
extrac 
Nortk 
Seu 
diseas 
nearly 
undets 
There 
health 
Ma ¢ 
Jo 
tin Fox 
1. 
Cott Con 


142 VITAMIN 


Johnson? has stated that the dose of diphenhydramine hydro- 
chloride in the severe reactions to penicillin must be high and 
frequently repeated. He had reference primarily to oral admin- 
istration, but his statement would probably hold true also for 
intravenous usage. It is felt, therefore, that if a subsequent 
dose of 2 to 3 cc. (20 to 30 mg.) had been given intravenously, 
the patient would not have had the second attack of sweating, 
flushing and nervousness. It is also felt that diphenhydramine 
hydrochloride, intravenously administered, was a select drug 
and in this case was life saving. 

The results of skin tests in this case might be described as 
both immediate and delayed. The patient demonstrated a severe 
immediate reaction and paralleled the delayed reaction defined 
by Peck and co-workers,’ with central necrosis and persistence 
for two weeks. However, Peck has stated that these two 
reactions do not coexist in the same case. 


CONCLUSIONS 


The literature is reviewed for reports of severe allergic 
reactions following administration of penicillin, and a case is 
reported in which the patient had typical anaphylactoid shock 
symptoms after such administration. The patient was treated 
intravenousiy with diphenhydramine hydrochloride and recov- 
ered, although the initial dose should probably have been repeated 
for maximum benefit. 

In view of the ever growing use of penicillin, this case illus- 
trates the necessity for adequate investigation regarding previous 
penicillin therapy and atopy from any cause. Newman §& stated 
that in the early history of penicillin therapy the reaction rate 
did not exceed 2 or 3 per cent, but in his studies the reaction 
rate would exceed 30 per cent. Therefore, although the incidence 
of penicillin as an allergic offender has been negligible to the 
present time, this valuable drug should not be used indiscrimi- 
nately. 


Council on Foods and Nutrition 


This paper was prepared at the request of the Council and is 
ome of a series appearing in THE JOURNAL. Later the entire 
series will appear in book form as the Council's Handbook of 


Nutrition. James R. Wutson, M.D., Secretary. 


VITAMIN C 


CHARLES GLEN KING, Ph.D. 
New York 


DIETARY PRACTICES AND SCURVY 


The principle of preventing scurvy by the use of 
certain foods had to be learned repeatedly in early 
experience. Primitive peoples seldom had a 
choice of orange juice, grapefruit, tomato juice, canta- 
or strawberries for breakfast, but nearly all tribal 
groups knew that fresh foods were necessary for their 
health and survival. Practices varied from eating 
thistle tops in the Gobi Desert area to consuming water 
extracts of evergreen leaves in forested sections of 
North America, Europe and Asia. 
Scurvy, in the classic sense,’ is no longer a major 
disease, but severe cases are encountered occasionally in 
nearly all medical centers, and many mild cases remain 
undetected or are confused with mild cases of rickets. 
There is good evidence that moderate deficiencies impair 
. without giving rise to the classic signs that result 
ma diagnosis of scurvy. Therefore, a reliable intake 


__7. Johnson, H. M., in discussion on Morgi : i 
» H. M., orginson, W. J.: Toxic Reac- 
ine, Nccompanying Penicillin Therapy, J. A. M. A. 1821919 (Dec. 14) 


8 Newman, B. A., in discussion on Morginson, W Toxic Reactions 


Pros J. A. M. A. 132:919 (Dec. 14) 1946. 
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Foundation, Inc 
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,» Columbia University, and Nutri- 
Scurvy, Past and Present, Philadelphia, J. B. Lippin- 
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of vitamin C in foodstuffs consumed by persons in all 
age groups and in all economic brackets is an item of 
continuing interest and practical concern. 

Since the vitamin, either as ascorbic acid or in the 
form of dehydroascorbic acid, is easily destroyed in 
many foods during wilting, crushing, chopping, cook- 
ing, drying or simple storage, vitamin C has served 
as a sensitive indicator of processing and storage losses 
in nutritive quality. The vitamin is relatively stable in 
canned and frozen foods, however, when they are 
properly processed and stored. Acidic foods (oranges, 
lemons, grapefruit and tomatoes) and some foodstuffs 
that retain a “living condition” during storage (pota- 
toes, peppers, cabbage, turnips, avocados and bananas ) 
generally retain their vitamin C content fairly well. 

The age distribution of patients found to have 
scurvy in typical American communities shows a char- 
acteristic pattern of highest incidence during the 6 to 
24 months of age period, with a much lower incidence 
among younger and older children. Most infants are 
born with a reserve of vitamin C in their tissues, so 
that a depletion period of a few months normally 
precedes the physical signs of scurvy. There is no 
convincing evidence, however, that infants have a spe- 
cial capacity to synthesize the vitamin, as has been 
suggested. If the infant is breast fed, there is practi- 
cally no risk of a vitamin C deficiency. In contrast, 
the feeding of cow’s milk without a specific supplement 
involves a relatively high risk of vitamin C deficiency, 
because the initial content is only about one third to 
one fourth of the quantity supplied in human milk, and 
this initial content is often reduced during processing 
and storage. Fresh cow’s milk normally will prevent 
scurvy, but the risk (from infection) to health from 
unpasteurized milk is too great to justify its use regu- 
larly as an antiscorbutic food. It is possible to conserve 
most of the vitamin C in milk during commercial 
pasteurization and even during drying and sterilizing, 
but routine market supplies should not be relied on. 

Elderly persons who live alone and use foods that 
can be purchased, stored and prepared in simple fashion 
often use foods extremely low in vitamin C content. 
Consequently, the colloquial terms “widow’s scurvy,” 
“bachelor’s scurvy” and “old maid’s scurvy” rival that 
of “infant scurvy” in usage. 


DEPLETION OF BODY RESERVES 


Many recent nutrition surveys in the United States 
and Canada have demonstrated an appreciable incidence 
of chronic vitamin C deficiency characterized by low 
intakes of antiscorbutic foods, varying degrees of tissue 
injury without signs of acute deficiency and low tissue 
storage as measured by low excretion levels and low 
concentrations in whole blood, white blood cells or 
blood plasma.? 

Controlled depletion experiments have demonstrated 
the following general sequence of changes : 

1. Decreased urinary excretion is evident within a few days 
and continues through a period of several weeks and months, 
gradually approaching a “zero” level below which interfering 
substances make the analyses uncertain. 

2. A more gradual decrease in blood plasma concentration 
occurs, from a “saturation” range of 1 to 2 mg. per hundred 
cubic centimeters to levels that are indicative of moderately 
low intake but with little risk of physical signs of deficiency 


2. Bessey, O. A.; Lowry, O. H., and Brock, M. J.: A titati 
Determination of Ascorbic Acid in Small Amounts of Tite lood. Cells 


and Platelets, J. Biol. Chem. 168:197, 1947. Linghorne, W. J.; 
McIntosh, W. G.; Tice, J. W.; Tisdall, F. F.; McCreary, J. F.; Dr 

T. G. H.; Greaves, A. V., and ek W. M.: The Relgtion 
Ascorbic Acid Intake to Gingivitis, M. A. J. 54: 106, 1946. 
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(0.3 to 0.6 mg. per hundred cubic centimeters) and, gradually, 
to extremely low levels, recorded as 0 to 0.3 mg. per hundred 
cubic centimeters. There is considerable individual variation in 
the relationship between “zero” plasma concentration and the 


duration of depletion. 
3. Continued low excretion and low tissue concentrations are 


followed by chemical and physical evidence of impaired func- 
tion. The rate, as well as the duration, of depletion severely 
affects the nature of tissue changes.* 


There is inadequate evidence to permit satisfactory 
appraisal of the physiologic significance of the inter- 
mediate and lower levels of tissue storage. There is 
reason to believe, however, on the basis of clinical obser- 
vations and animal experimentation, that health can be 
significantly impaired when the tissue concentration is 
low well in advance of physical changes associated with 
scurvy. 

“" ONSET OF SIGNS AND SYMPTOMS 

Evidence of impairment to health is generally 
reflected by one or more of the following types of 
change: altered tooth and bone structures (if examined 
microscopically—especially the odontoblasts, fibroblasts 
and osteoblasts) ; decreased capacity to form and main- 
tain a normal collagen level; slow healing of wounds; 
decreased capillary (or venule) strength, as revealed by 
petechial hemorrhages when negative or positive pres- 
sure tests are applied; decreased phosphatase, esterase 
and oxidase enzyme content of tissues ; decreased capac- 
ity to metabolize the amino acids, tyrosine and phenylal- 
anine; decreased capacity to combat infections ; edema 
and reddening of the gums; tenderness to touch; 
irritability; pain during movement; subcutaneous and 
subperiosteal hemorrhages ; beading of ribs at the costo- 
chondral junctions; loss of appetite; loss of weight or 
failure to grow; muscular weakness; anemia; skin 
lesions, and fracture at epiphyses of long bones. 

Roentgen examination of the long bones also reveals 
characteristic changes that serve as an aid in diagnosis. 
A band caused by increased density near the ends of 
the shaft is often referred to as the “scorbutic white 
line.” The epiphyses show a characteristic “halo” 
appearance. Both changes result essentially from dis- 
organized calcification. Rarefaction often becomes evi- 
dent on the shaft side of the hypercalcified area, and 
there is an increased risk of fracture along the zones 
of rarefaction. Characteristic lesions of the periosteum 
do not become fully evident by roentgen examination 
until after therapy permits recalcification and partial 
healing. The bone lesions caused by scurvy are fre- 
quently complicated by the simultaneous occurrence of 
rickets. 

Swelling at the ends of the long bones (but not 
actually in the joints) is frequently accompanied by 
subperiosteal hemorrhage before or in parallel with 
evidence of petechial hemorrhage and enlargement of the 
costochondral junctions. The latter is not uncommonly 
confused with the beading caused by rickets. The 
sharpness of the angle at the margin of beading is often 
indicative of scurvy, but this characteristic cannot be 

relied on since it is in part dependent on previous 
fracture. 


3. Yavorsky, M.; Almaden, P., and King, C. G.: The Vitamin C 
Content of Human Tissues, J. Biol. Chem. 106: 525, 1934. King, C. G.; 
Musulin, R. R., and Swanson, W. F.: Effects of Vitamin C Intake upon 
the Degree of Tooth Injury Produced by Diphtheria Toxin, Am. J. Pub. 
Health 30: 1068, 1940. Kruse, H. D.: A Concept of the Deficiency 
States, Milbank Memorial Fund Quart. 20: 245, 1942. The Gingival 
Manifestations of Avitaminosis C, ibid. 20: 290, 1942. Boyle, P. E.; 
Bessey, O. A., and Wolbach, S. B.: Experimental Alveolar Bone Atrophy 
Produced by Ascorbic Acid Deficiency and Its Relation to Senstien 
Alveolaris, Proc. Soc. Exper. Biol. & Med. 36: 733, 1937. Pirani, C. L.; 
Bly, C. G., and Sutherland, K.: The Mechanism, Course and P. i 
Changes of Scorbutic Arthropathy Changes in the Guinea Pig, Report 
no. 61, Medical Nutrition Laboratory, Chicago, 1949. 
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The gum lesions are characterized by gingival swell- 
ing, tenderness, bleeding and hyperemia. Subsequent 
to swelling, there may be a characteristic atrophy with 
resultant retraction of the gingiva. Acute human of 
experimental animal deficiencies may produce no per- 
ceptible changes in the gums, however, and _ thus 
reliance on this symptom may lead to failure to 
identify scurvy. 

In experimental animals, it has been demonstrated 
that during vitamin C depletion there is a progressive 
increase in oxygen consumption, a lowered capacity 
to metabolize glucose, a lowered capacity to synthesize 
hormones of the adrenal cortex and spleen, an impair- 
ment of aromatic amino acid oxidation, a decrease in 
enzyme content of nearly all tissues, a lessened efficiency 
of calcium utilization and a lessened capacity to resist 
injuries caused by diphtheria toxin. 

Recent work has demonstrated an intimate relation 
between vitamin C and the oxidative degradation of two 
amino acids, phenylalanine and tyrosine.* Clinical obser- 
vations have indicated a similar relationship in infants, 
as revealed by excretion of incompletely oxidized amino 
acids and consequent formation of melanin type pig- 
ments in the urine. 

The decided decreases in activity of many specific 
oxidative and hydrolytic enzymes in the tissues of 
scorbutic animals makes it evident that chemical distur- 
bances induced by vitamin C deficiency are exceedingly 
complex and involve reactions that are characteristic 
of all living cells.° 


CAPILLARY FRAGILITY 

Many investigations of vitamin C deficiency in man 
and in animals, including prompt and complete response 
when the pure vitamin is administered, demonstrate 
unmistakably that the hemorrhages and other tissue 
lesions characteristic of scurvy are specifically related 
to ascorbic acid. Studies of catechol, rutin, hesperidin 
chalcone and other nonspecific polyphenols that occur 
widely distributed in vegetables and fruits indicate that 
these materials, under specific experimental conditions, 
can exert a protective effect in regard to capillary 
strength. These compounds have not been established 
as essential nutrients, however, and hence should not, 
on the basis of present evidence, be classified as vita- 
mins or confused with vitamin C nomenclature. 

Dehydroascorbic acid, fed in dilute acid solution to 
guinea pigs, is almost as effective as the reduced form 
of the vitamin. Conversion to the reduced form occurs 
rapidly, so that its role and dosage value are essentially 
identical with that of ascorbic acid. The end products 
of ascorbic acid in vivo have not been well identified, 
but in vitro experiments have shown that oxalic 
and J/-threonic acid constitute the two major products 
of oxidation. 

FUNCTIONAL ROLE 

In vitro experiments have demonstrated that ascorbic 
acid is sensitive to reversible oxidation by a 1 
of tissue catalysts, including the cytochrome system, 


4. Sealock, R. R.; Galdston, M., and Steele, J. M.: Administrat® 
of Ascorbic Acid to an Alcaptonuric Patient, Proc. Soc. Exper, Biol. 
Med. 44: 580, 1940. Clegg, R. E., and Sealock, R. R.: The Metabolism 
of Dihydroxyphenylalanine by Guinea Pig Kidney Extracts, i Biol. Chem. 
179: 1037, 1949. Woodruff, C. W.; Cherrington, M. E.; Stockwell 
A. K., and’ Darby, W. J.: The Effect of Pteroylglutamic Acid and Re 

und Tyrosine Metabolism in Scorbutic 


Healing Wounds 

Deficiency in the ty i 

Guinea Pig, Brit. J. Exper. Path. 26: 367, 1945. Harrer, C. Je 
i i . Bi 2111, urray, D. 
Kollicek, E.: Bones, 83: 158, 194% 


Muscle and Vitamin C, J. Anat. 
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peroxidases, ascorbic acid oxidase (in plants), poly- 
phenol oxidases (in the presence of quinone carriers), 
hemochromogens and adrenochrome. Reducing agents 
or systems that might act on dehydroascorbic acid and 
thus establish the vitamin as a significant respiratory 
carrier have been studied in several laboratories. Sulf- 


Recommended Levels of Vitamin C Intake 


Ascorbie Acid 
(Mg. Per 

Man (154 Ib., 70 Kg.) Day) 

75 

Moderately 75 

75 
Woman (123 Ib., 56 Kg.) 

70 

Moderately 70 

Very 70 

Lactation 150 
Children up to 12 years 

1-3 (9D 35 

10-12 (7B Bg 7 
Children over 12 years 

Girls, 18-15 (168 @ 80 

Ba, GE 80 
Boys, 13-15 (108 Ib., 47 Kg.).....ccccccccscccccccce 90 
16-20 (241 66 100 


hydryl compounds, including glutathione, cysteine and 
HS-proteins, have been most prominent as reducing 
agents. The exact steps by which the vitamin functions 
in major degree as a tissue catalyst have not been well 
identified. 

In plant tissues, the origin of ascorbic acid has been 
traced fairly definitely to glucose, but the intermediate 
steps have not been identified either in plants or in ani- 
mals that have a capacity for synthesizing the vitamin. 
The structural analogy to glucose is indicative that, if 
the vitamin is derived without cleavage of the carbon 
chain, there must be at least four intermediate steps: 
(a) oxidation of carbon 6 to a carboxyl, (b) oxidation 
of carbon 5 or carbon 4 to a ketone, followed by eno- 
lization, (c) reduction of carbon 1 to an alcohol and 
(d) lactonization. 

Synthesis of the vitamin in animal tissues, as in the 
rat and in cattle, can be accelerated greatly by feeding 
any one of a great variety of known organic compounds. 
These substances are characterized broadly by their 
action both as nerve depressants and accelerators of 
glucuronic acid excretion. Chlorobutanol and_bar- 
biturates are among the most active accelerating agents. 


RECOMMENDED INTAKE 

During infancy and early childhood, as soon as breast 
feeding has been discontinued, provision should be made 
for a regular intake of vitamin C, either in the milk 
formula or in a specific supplement. Ascorbic acid can 
be incorporated readily in powder or tablet form in 
formulas, and it is generally a simple matter to provide 
an adequate supply of vitamin C through the use of 
orange juice, grapefruit juice, tomato juice—and beyond 
infancy—cantaloupe, strawberries, lemon juice, bananas, 
green leafy foods (not overcooked) or green beans 
and peas. 

There are several approaches to the estimation of the 
level of vitamin C intake that should characterize good 
diets for persons in different age groups and different 
€nvironments. For infants, one has a valid measure 
of the natural (perhaps the optinial) intake as revealed 
in the composition of human milk. A second approach 
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is provided by noting the intake that is required to 
maintain tissue concentrations comparable to those 
found in experimental animals having a capacity to 
synthesize the vitamin and thus maintain a normal 
physiologic control of tissue concentration. A third 
type of evidence is provided by studies with primates 
and guinea pigs, the only experimental animals known 
to require vitamin C. All other animals, at least in 
the higher orders, maintain the vitamin in their tissues 
by synthesis, instead of being dependent on a nutrient 
source. A considerable body of evidence is available 
also from long-continued studies on human beings. 

On the basis of all published evidence, the Food and 
Nutrition Board of the National Research Council 
recommended the levels of intake shown in the accom- 
panying table.* 

Based largely on a study with adult volunteer sub- 
jects under controlled conditions, a report by the 
Accessory Food Factors Committee of the British 
Medical Research Council cited recent evidence regard- 
ing critically low levels of intake, including a suggestion 
that an intake of 30 mg. a day is adequate for main- 
taining health in adults.*. Their discussion apparently 
does not take into account, however, much evidence in 
support of higher levels of intake. 

There is obvious and serious need for long-time 
experiments to gain a better appraisal of the cumulative 
effects of moderate deficiencies. Presumably, such 
studies should be conducted with primates, to afford 
the closest possible analogy to human anatomy and 


physiology. 


Council on Physica! Medicine 
and Rehabilitation 


REPORT OF THE COUNCIL 
The Council on Physical Medicine and Rehabilitation has 
authorised publication of the following report. 
Howarp A. Carter, Secretary. 


BUHL POCKET SPIROMETER ACCEPTED 


Manufacturer: Paul Buhl, Arndtstrasse 5, Wiesbaden, Ger- 
many (United States Zone). 

Distributor: Imported Specialties, Inc., 23-25 Beaver Street, 
New York 4. 

The Buhl Pocket Spirometer measures the vital capacity of 
the lungs. As the patient exhales through the device, a rotor 
turns and an indicator counts the 
rotations. The device thus differs 
radically from the conventional 
bell-type water-containing spirom- 
eter in general use as well as from 
the bellows type that was used 
during the war years. 

Effects of inertia and friction, 
which are difficult to overcome in 
the bell spirometer, are slight in 
this apparatus, and the rotating 

Buhl Pocket Spirometer wheel, operating in conjunction 

with a finely graduated dial and 
pointer, ceases to move promptly when the blowing stops. The 
base is removable, so that the inside can be cleaned; disposable 
mouth pieces are supplied. 

The device makes a package measuring 10 by 10 by 15 cm. 
(4 by 4 by 6 inches) and weighing 570 Gm. (1 pound 4 ounces). 


6. Recommended Dietary Allowances, a of the Food and Nutri- 
tion Board of the National Research Council, Washin D. C., National 
Research Council Reprint and Circular Series no, 129, 1948. 

7. A Report by the Accessory Food Factors Committee of the British 
Medical Research Council, Lancet 1: 853, 1948. 
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The device itself measures 9 by 6.4 by 6.4 cm. (3% by 2% by 
2% inches) and weighs 170 Gm. (6 ounces). 

Evidence was obtained from laboratories acceptable to the 
Council that the device is practical and that, when it is used 
according to instructions, with the subject always exhaling 
through the instrument at a moderate rate, the errors incident 
to a vital capacity determination are clinically negligible. Atten- 
tion is called to the fact that volume determinations by this 
means are indirect and necessarily lacking in the precision that 
can be expected of direct methods. 

With this reservation, the instrument can be recommended as 
small, simply constructed, convenient for repeated tests and 
easily carried about. The Council on Physical Medicine and 
Rehabilitation voted to include the Buhl Pocket Spirometer in 
its list of accepted devices. 


Council on Pharmacy and Chemistry 


REPORT OF THE COUNCIL 

The release by the Food and Drug Administration of three 
antihistaminic drugs, thonsylamine hydrochloride, pyranisamine 
maleate and prophenpyridamine, for over-the-counter sale and 
the aggressive promotion of these products, under various trade 
names, for cure or lessening the symptoms of the common 
cold, has created great interest among the public and the 
medical profession. In response to many requests for opinion, 
the Council on Pharmacy and Chemistry at its meeting im 
December issued a press release on the subject. It also author- 
ised publication of the following review. 

R. T. Stormont, Secretary. 


STATUS REPORT ON ANTIHISTAMINIC AGENTS 
IN THE PROPHYLAXIS AND TREATMENT 
OF THE COMMON “COLD” 


Soon after the antihistaminic drugs became generally avail- 
able in 1947 Brewster! reported his observation of apparent 
beneficial effect of diphenhydramine (benadryl®) hydrochloride 
on the common cold. Further investigations by Brewster,? 
Gordon,? Murray * and Arminio and Sweet® show that the 
antihistaminic agents as a group have this apparently beneficial 
action. Approximately 400,000,000 colds occur annually,® and 
the cold market represents one of the largest potential sources 
of revenue for the drug industry. Some with commercial inter- 
ests at heart seized on these favorable reports as an opening 
wedge for the promotion of the antihistaminic agents for self 
treatment of the common cold. The consequent claims and 
counterclaims have led to a welter of confusion. Therefore 
the Council on Pharmacy and Chemistry of the American 
Medical Association undertook a critical evaluation of the 
various studies to determine the exact status of these drugs in 
the prevention and treatment of the common cold. Each 
published report has been analyzed in terms of the following 
basic criteria: 1. The diagnosis should be established beyond 
reasonable doubt. 2. Proper control series should be employed 
to eliminate chance. 3. The results should be interpreted log- 
ically and present a study which is statistically significant. 


1. Brewster, J. M.: Benadryl as Therapeutic Agent in the Treatment 
of the Common Cold, U. S. Nav. M. Bull. 47: 810 (Sept.-Oct.) 1947. 
2. Brewster, J. M.: (@) Antihistaminic Drugs in the Therapy of the 
Common Cold, U. S. Nav. M. Bull. 48:1 (Jan.-Feb.) 1949; (6) Anti- 
histaminic Drugs in the Therapy of the Common Cold, Indust. Med. 18: 
217 (May) 1949; (c) Treatment of Common Colds with an Antihistaminic 
Drug, Illinois M. J. 302 (Nov.) 1949. 

3. Gordon, J. S.: Antihistaminic Drugs in the Treatment of Upper 
Respiratory Tract Infection, Laryngoscope 58: 1265 (Dec.) 1948. 

4. Murray, H. G.: The Treatment of Head Colds with an Anti- 
histaminic Drug, Indust. Med. 18: 215 (May) 1949. 

5. Arminio, ). J., and Sweet, C. C.: The Prophylaxis and Treatment 
of the Common Cold with Neohetramine (Thonzylamine Hydrochloride), 
Indust. Med. 18: 509 (Dec.) 1949. 

6. New York Academy of Medicine: Preventive Medicine in Modern 
Practice, New York, Paul B. Hoeber, Inc., 1942, p. 206. 
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DIAGNOSIS 

Brewster? accepted the patient’s diagnosis of a cold if 
the examining physician failed to find evidence, such as fever 
to disprove it. Patients with a positive history of allergy on 
included in his series. 

Gordon * divided his cases into two large groups on the basis 
of cultures of the upper respiratory tract. Patients with inflam- 
mation of the respiratory tract without pathogenic organisms 
on culture were considered to have a virus infection. Those 
patients with a known allergic background were specially des- 
ignated in his series as a subgroup of either the bacterial or 
virus infection group. 

Murray’s* patients “were all very sure they had a cold or 
that a head cold was starting.” They based their “diagnoses” 
on many past experiences with head colds. 

Arminio and Sweet ® based their diagnosis on physical exami- 
nation. Patients with extensive personal or family history of 
allergy were excluded from the study. Nasal smears were taken 
from all patients under treatment and the cellular nature of 
the secretion observed. In the early phases of the cold, 426 
per cent of the patients revealed an elevated eosinophil count 
(2 to 5 per cent). 

None of the studies established the diagnosis of a common 
cold beyond reasonable doubt. By exclusion of bacterial infec- 
tion as a cause,® one cannot arbitrarily assume that a virus is 
the agent responsible for the appearance of symptoms: Allergy 
may be involved. Acceptance of the patient’s own diagnosis of 
a cold® introduces many sources of error. The patient may 
have been mistaken in his belief that he was getting a cold; he 
may have been manifesting the symptoms of an allergy, or his 
cold may have aborted without the aid of any therapeutic 
agent. By physical examination alone,® the cause of coryza 
certainly cannot be established as the virus of the common 
cold. Thus, in none of the studies is there clearcut evidence of 
a verified diagnosis of the common cold. Admittedly the objec- 
tive diagnosis of a common cold is difficult, but, by following 
the method outlined by Topping and Atlas® (see also their 
bibliography), the virus may be isolated. 


CONTROLS AND INTERPRETATION OF RESULTS 

Since the controls employed bear a close relationship to the 
interpretation of results, these factors will be considered jointly. 

Two of the investigators!® did not have control series to 
check the results of the group treated. Murray * depended on 
the reports of his patients in his evaluation of the effectiveness 
of the treatment. Gordon® considered a patient benefited if the 
symptoms of the ailment were alleviated or aborted or if the clin- 
ical course was shortened. He recognized that any study of the 
common cold is fraught with variations that defy control. He 
therefore regarded his report as an impression rather than a defi- 
nite conclusion. Both investigators felt that the antihistaminic 
agents employed helped between 75 and 85 per cent of. the 
patients, but because of the lack of controls and the inadequate 
methods of evaluation and interpretation of results, valid con- 
clusions cannot be drawn from these studies. 

The barrage of publicity in the lay press, radio announce 
ments, advertisements and pharmaceutical brochures is based 
almost entirely on the work of Brewster? and of Arminio and 
Sweet 5; therefore these investigations will be subjected to more 
detailed analysis. 

Brewster's first three studies *! concerned the same group of 
572 patients and 77 controls treated with various antihista- 
minic agents. (Diphenhydramine [benadryl®] hydrochloride, 
tripelennamine [pyribenzamine®] hydrochloride, pyranisamine 
[neo-antergan®] maleate and methapyrilene [histadyl®, thenyl- 
ene®] hydrochloride were given in doses of 50 mg. every 
hours while the patient was awake, for at least three doses.) 
Actually, only the 234 patients who were treated and the 2 


7. 

8. Brewster.?  Murray.* 

9. Topping, N. H., and Atlas, L. T.: Common Cold, Seienes 
106: 636 (Dec. 26) 1947. (References to other isolations of @ 
virus contained in bibliography.) 

10. Gordon.* Murray. 

11. Footnotes 1, 2a and 2b. 
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who received medication with a placebo within twelve hours 
of onset of symptoms were reported. Brewster’s results are 
shown in table 1. 

The data are cumulative: The patients reported as treated 
within two hours include 21 treated within one hour and 34 
treated in the second hour, and so on. Only 2 subjects were 
used for controls to compare with the 55 patients who received 
treatment within the first two hours after onset of symptoms. 
In his later investigation Brewster 2¢ reported on 1,019 patients 
and 195 controls treated with phenindamine (thephorin®) tartrate 
or a placebo within forty-eight hours of onset of symptoms. 
These results are tabulated in table 2. 

Again the results are cumulative, each total number of patients 
including the patients in the preceding totals. 


In interpreting his results Brewster* adopted the following 
criteria for “cure”: “All signs and symptoms disappeared com- 
pletely within 24 hours of the beginning of treatment and 
remained absent for at least 48 hours after all treatment 
stopped.” A comparison between the first group of 234 patients 
and the 1,019 later reported reveals many discrepancies in 
results. In his first series Brewster reported 74 per cent “cured” 
in the six hour group and 70 per cent “cured” in the twelve 
hour group as compared with 54 and 46 per cent, respectively, 
in the larger series. The different drug used in the larger 
investigation may account in part for this discrepancy, but 
further examination of the first series shows that Brewster’s 
excellent results are based on the 55 patients treated within two 
hours of the onset of symptoms. With the addition of these 
cases to tie 101 treated within two to six hours of the onset 
of symptoms, the results are weighted. When these 101 
patients are evaluated separately, only 67 per cent appear to 
have been “cured.” Brewster #2 has described 21 of these 
patients as “close associates” who could be induced to begin 
treatment within the first hour after the onset of symptoms. 
He has stated also that early treatment was sought by those to 
whom a cold had become a serious illness or a threat to their 
jobs or their social plans. These patients were evidently “cold 
susceptible,” and the greater number of this class have been 
demonstrated to have backgrounds of upper respiratory allergy.* 
The antihistaminic agents have been shown to be rather suc- 
cessful in the palliation of allergic rhinitis. The high per- 
centage of “cures” in this group of Brewster’s may be due to 
relief of an underlying allergic condition or of transitory vaso- 
motor changes (so commonly encountered owing to drafts, 
chilling, fatigue, menses and other less definable circumstances) 
rather than to a specific action against the common cold. The 
paucity of controls employed for the 55 patients treated early 
casts further doubt on the validity of the results obtained. 


Nevertheless great advertising campaigns have been launched 
on an isolated section of this report: 19 of 21 patients in a 
on group are selected as representative of all persons with 

In Brewster’s larger series,2¢ the inclusion of the six hour 
group in his evaluation of the twelve hour group again weights 
results. Thus Brewster reported that 46 per cent of the patients 
m his twelve hour group were “cured,” but, if the 75 patients 
who reported between the sixth and the twelfth hour after the 
onset of symptoms are considered separately, the number of 
cures” falls to only 32.3 per cent. 


Brewster's second criterion for “cure” was absence of signs 
and symptoms for at least forty-eight hours after all treatment 
Was stopped. He made the following significant observa- 
meee: “It was further observed that the cure of a cold 


12, Brewster, J. M.: Communication, in Bulletin of National Better 
3 Bureau, Inc., November 1949. 
i Spiesman, I. G., and Arnold, L.: Susceptibility to Common Colds, 
Niede, Digest. Dis. 4: 438 (Sept.) 1937. Brown, W. B.; Graham, L.; 
VL [ree A., and Locke, A.: Non-Specific Factors in Resistance: 
Reidence of Common Cold in Persons With and Without the 
101 OF Symptomatology of Nonreaginic Food-Allergy, J. Immunol. 46: 
Feb.) 1943. Livingston, G., and Fox, N.: Role of Allergy in the 
1949, Cold, 


of the Common Arch. Otolaryng. 496:575 (June) 
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became progressively more difficult the longer the time interval 
separating the present attack from the last cold experienced, 
and that, lacking immunity in the presence of an epidemic, the 
treatment frequently had to be repeated at 2- to 5-day intervals.” 
With such frequent repetition of treatment one must speculate 
as to whether or not the original cold was ever actually cured. 


In interpreting the high percentage of cures (32 per cent) 
with placebo medication in the six hour group of his larger 
series, Brewster 2¢ confirmed one of the criticisms made of self 
diagnosis “. . . allergic reactions, manifested in the mucous 
membrane of the upper respiratory tract as the shock organ, 
are quite common and self limited and account for the many 
times one believes he is catching a cold only to have it disappear 
without treatment.” This statement also invalidates the concept 
of one’s utilizing the opinions of patients to evaluate therapeutic 
response. 


Taste 1.—Results of Brewster's First Studies with 
Antihistaminic Agents 


Treated Group Control Group 
Duration i Number Number 
of Symp- of Number of Number 
toms, Hr. Patients Cured Failures Controls Cured Failures 
1 or less 21 19 2 2 1 1 
(90%) 
2 or less 55 48 7 2 1 1 
(34 addi- (87%) 
tional 
patients) 
6 or less 156 116 40 12 5 7 
(101 addi- (74%) 
tional 
patients) 
12 or less 234 165 69 22 7 15 
(98 addi- (70%) 
tiona: 
patients) 


Taste 2—Results of Brewster's Studies with Phenindamine 


Tartrate 
Treated Group Control Group 
" Duration Number Number aie 
of of of 
Symptoms, Pa- Im- Con- Im- 
Hr. tients Cured proved Failed trols Cured proved Failed 


Gorless.. 462 247 116 99 104 33 22 49 
(54%) (25%) (21%) (32%) (21%) (47%) 

W..ccccccce G4 322 201 171 140 39 35 66 
(232 ad- (46%) (29%) (25%) (28%) (25%) (47%) 
ditional 
patients) 

48 or less.. 1,019 419 349 251 195 50 57 gs 
(325 ad- (41%) (34%) (25%) (26%) (29%) (45%) 
ditional 
patients) 


Thus, Brewster’s data, while statistically significant in part, 
were based on a nonhomegeneous group; his statistics seem to 
have been inadvertently weighted, and they showed a high pro- 
portion of “cures” in the six hour control group. The per- 
—" of “cure” in treated patients was also subject to 
oubt. 

THE STUDIES OF ARMINIO AND SWEET 

For purposes of classification Arminio and Sweet 5 divided the 
common cold into three phases of pathologic change: 1. Extreme 
edema and pallor of the nasal mucosa, which exudes a water 
mucoid discharge but does not reveal breakdown of the cellular 
structure. This phase lasts approximately twenty-four hours. 
2. Definite injection and redness of the nasal mucosa, with 
diminution of edema and continued mucoid discharge, without 
apparent breakdown of the cellular structure. This phase also 
lasts approximately twenty-four hours. 3. Complete breakdown 
of the cellular structure of the nasal mucosa with an extremely 
purulent discharge. This phase lasts four to seven days. 
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The investigators divided their study into two portions: 
The first was designed to reveal whether the daily administra- 
tion of an antihistaminic agent might prove effective in the 
prophylaxis of the common cold; the second was to determine 
the effectiveness of the antihistaminic agent in the treatment of 
patients with the common cold. 

In the prophylactic series (table 3) 300 persons were given 
the drug in three dosage schedules. One hundred patients 
received 50 mg. daily; 100 patients received 50 mg. twice a day, 
and 100 patients received 50 mg. three times a day. As con- 
trols, 300 other persons were given a placebo on the same 
schedules. There was intermingling of all subjects to allow 
members of both groups equal chances of exposure to the cold 
virus. In order to insure a homogeneous sample, the subjects 
were selected from a large state penitentiary, a convent and a 
seminary. Thus they were also available for personal examina- 
tion at all times. 

This experiment was more adequately controlled than other 
studies, and one must regard the success of the prophylactic 
experiment as statistically significant. However, further veri- 


Taste 3.—Prophylactic Use of Thonsylamine Hydrochloride 
(Nevhetramine®) 


Number Cold Symptoms 
Number Dosage of Free - =~ 
ot Thonzyiamine of Cold lst 2d 3a 
Pat ents Hydrochioride Symptoms Phase Phase Phase 
100 50 mg. t.id. 92 6 1 1 
100 50 meg. b.i.d. $0 7 ee 3 
100 50 mg. da.iy 83 5 12 
300 Control group: 59 ee 62 
no medication (19.7%) (20.4%) (58.6%) 


TasLe 4.—Treatment of the Common Cold with Thonsylamine 
Hydrochloride 


Thonzylam/‘ne 
Hydroch!oride 


50 Me. T.1.D. Placebo Usual Medication 

Average Average Averaze 

Number Number Numvoer 

Number of Days Number of Days Number of Days 

Stage of of for Cure of for Cure of for Cure 

Disease Patients per Case Patients per Case Patients per Case 
lst phase....... 40 1.2 26 6.2 30 6.1 
2d phase....... 46 28 5s 5.8 6 4.6 
3d phase....... 18 ne I 2 5.3 15 4.7 


fication is still necessary, and this need for verification is 
confirmed by allergists, who report that patients who take anti- 
histaminic drugs several times daily for weeks develop colds 
with the same frequency and of the same duration as without 
the drugs. 

In the second half of their study (table 4), Arminio and 
Sweet ® gave patients with the common cold 50 mg. of the 
drug three times daily. A total of 104 patients received the 
antihistaminic drug, while 106 patients received a placebo and 
101 were treated with the usual medicaments, such as acetyl- 
salicylic acid, nose drops and lozenges. 

This part of the study also was controlled, and these results, 
too, are statistically significant. 

The criteria employed by Arminio and Sweet to determine 
“cures” were regression of edema and normal appearance of 
the mucosa by direct examination. 

One significant fact should be emphasized: Arminio and Sweet 
found that 42.6 per cent of the patients in what they defined 
as the first phase of a cold had elevated eosinophil counts in 
the nasal smear. Since théy had eliminated patients with a 
history of allergy, they therefore assumed “that this phase 
exhibits manifestations of an allergic state.” History alone 
cannot be assumed to eliminate allergy. The fact that the 
majority (57.4 per cent) of their patients did not have elevated 
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eosinophil counts casts doubt on their assumption. It would be 
just as logical to state that these patients (the 42.6 per cent) 
were manifesting signs of an allergic reaction to an allergen 
other than the virus of the common cold. 

Arminio and Sweet cited an average number of days required 
for “cure” instead of breaking down their statistical data after 
the method of Brewster. This leaves the implication that fajl- 
ures of treatment were not encountered; yet all other studies 
report such failures. Furthermore, the same weighting of sta- 
tistical data with very early cases may have occurred as in 
Brewster’s first series.‘ All investigators report that some of 
these patients are “cured” within a matter of hours. Such 
patients would be reported as fractions of days by the method 
adopted by Arminio and Sweet. Thus, a “cure” in six hours 
(0.25 of a day) and another “cure” in two days make an 
average of 1.125 days. If many of these patients were mani- 
festing allergic reactions, this factor becomes important, espe- 
cially if the patient reported for treatmeant before a secondary 
infection took place. 

It is also difficult to reconcile the results of Arminio and 
Sweet with those of Brewster's more extensive second series.% 
The second phase as defined by Arminio and Sweet occurs 
twelve to forty-eight hours after onset. Brewster treated 325 
patients between twelve and forty-eight hours after onset (table 
2): 97 (29.9 per cent) were cured by Brewster's criteria, 148 
(45.5 per cent) were improved and 80 (24.6 per cent) were not 
aided. Nevertheless, Arminio and Sweet again did not indicate 
failure of treatment in the second phase and reported that 10 
per cent of the patients treated with the antihistaminic drug were 
cured more quickly than the control group. This despite the 
fact that they used a less potent antihistaminic drug in minimal 
doses, while Brewster used more potent agents in full therapeutic 
doses. To secure a completely objective report, the observer 
should not know whether a patient belongs in the treatment or 
control group. Arminio and Sweet possessed such knowledge, 
which may introduce a further fundamental weakness in the 
investigation. 

SUMMARY 

These reports include 2,357 patients with the common cold. 
More than half of these were studied by a single observer.’ 
The diagnostic methods employed have not conclusively demon- 
strated that the condition treated was actually the common cold. 
Over half of the cases were investigated in studies with imade- 
quate controls or without controls, and the interpretations of 
the results obtained are open to question. The prophylactic 
study of Arminio and Sweet, while suggestive, requires verifi- 
cation because the series is small and contrary to the experience 
of allergists. The antihistaminic agents apparently produce con- 
siderable subjective relief owing to inhibition of nasal discharge. 
Similar results may be obtained by use of ephedrine or atropine. 


The acceptance of claims for therapeutic or prophylactic 
value for antihistaminic agents in the common cold requires 
demonstration that the condition treated in the studies was the 
common cold. Validity of diagnosis and cure must not be left 
to the discretion of patients, and the interpretation of results 
should be unquestionable. The evidence so far presented 
be properly classified as the honest opinion of the investigators 
and not as fact. The common cold is such an economic hazar 
that this opinion must be checked by more basic research m 
the pathogenesis of the disease and the toxicity of the drugs 
employed, as well as by more authentic clinical evaluation. 

The role of histamine in the common cold has been partially 
investigated,1* and some of the early symptoms have been repro 
duced by spraying of a dilute solution of histamine diphosphate 
on the nasal mucous membrane.’ Further fundamental work 
is certainly indicated to delineate clearly the influence of hista- 
mine in the pathogenesis of the common cold. oe 

13a. Troescher-Elam, E.; Ancona, G. R., and Kerr, W. J.: Hee 


Like Substance Present in Nasal Secretions of Common Cold and 
Rhinitis, Am. J. Physiol. 144:711 (Oct. 1) 1945. 
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The Council, in previous reports?* pointed out the close 
chemical and pharmacologic relationships among the many anti- 
histamines. In its press release,!® the Council on Pharmacy and 
Chemistry warned that cases already have been reported and 
records show that many who take these drugs become drowsy or 
even fall asleep while at work or in occasional cases even when 
driving cars or operating machinery. Other toxic side actions of 
these drugs are generally regarded as not serious, but the litera- 
ture on the preparations which have been in use for several 
years reveals that they may have profound effects on the central 
nervous system,!® the genitourinary system 1? and the hemato- 
poietic system.*® The death of a child has been reported follow- 
ing the accidental ingestion of a large overdose of one of these 
agents.2%* With over-the-counter sale, careless and habitual use 
of the antihistaminics may be expected and the medical pro- 
fession should anticipate similar serious reactions. Basic 
research is indicated on the chronic toxicity of these agents in 


human subjects. 


FURTHER INVESTIGATION REQUIRED 


Since the investigations so far performed are only suggestive 
of the beneficial effect of antihistaminics for the common cold, 
an outline of an investigative effort is suggested by the Council 
to obtain more conclusive clinical data. 


Topping and Atlas,® among others, succeeded in obtaining 
from a patient with a common cold a virus which, when 
inoculated intranasally in normal healthy, nonallergic subjects, 
was capable of reproducing the common cold syndrome. 

A similar technic might be employed in the proposed study 
to supply an unquestionable causative agent. A large group of 
normal volunteers in whom allergy has been eliminated by his- 
tory and suitable testing technics should be divided into three 
equal parts. One of these groups would be designated as the 
prophylactic group, the second as the treatment group and the 
third as the control group. Members of the prophylactic group 
would be given maintenance dosages of a selected antihistaminic 
drug and then, after a short period, inoculated intranasally with 
the virus. The treatment group would be inoculated with the 
virus and, on appearance of symptoms, would be treated with 
the selected agent on various dosage schedules and time intervals 
following onset. The control group would be inoculated and 
treated with placebo medication in schedules and time intervals 
simulating those of the therapeutic study. The number of 
“takes” in the therapeutic study would be a control for the 
efficacy of the prophylactic regimen. Such an investigation 
would be a true test of these agents in the treatment and 
prophylaxis of the common cold. Until a scientifically accept- 
able study is performed, the true effectiveness of the antihis- 
taminic drugs in the control of the common cold cannot be 
evaluated. 


14. Feinberg, S. M.: Histamine and Antihistamine Agents, J. A. M. A. 
132: 702 (Nov. 23) 1946. Too Many Drugs? Report of the Council on 
macy and Chemistry, J. A. M. A. 138: 378 (Feb. 5) 1949. 
a American Medical Association, Council on Pharmacy and Chemistry 
arns Against Unwise Use of Cold Tablets, News Release from the 
A. M. A., Dec. 2, 1949, p. 2. 
16. (a) Rives, H. F.; Ward, B. B., and Hicks, M. L.: A Fatal 
Seeetion to Methapyrilene (Thenylene®), J. A. M. A, 140: 1022 (July 
3) 1949. (6) Sternberg, L.: Unusual Side Reaction of Hysteria from 
Benadryl, J. Allergy 18: 417 (Nov.) 1947. (c) Geiger, J.; Rosenfield, 
z., and Hartman, D. L.: Unusual Reaction Following Benadryl 
Ue pation, J. A. M. A. 133:392 (Feb. 8) 1947. (d) Weil, H. R.: 
ae Side Effect from Benadryl, ibid. 183: 393 (Feb. 8) 1947. (e) 


Delirium Clinically Interpreted as Being Due to Pyribenzamine, Journal 
dryl: Report of a Case and Review of the Literature, Ann. Int. Med. 
. (g) Holtkamp, D. E.; Hagerman, D. D., and 
W.: Side Effects of Three Antihistaminic Drugs, J. Allergy 


17. Rives, Ward and Hicks. Logan, G. B.: The Use of Benadryl in 


(b) Cahan, A ibenzamine 
lowing’ and Jacobson, B. M.: Agranulocytosis Fol 
(c) Hilker, New, England J. Med. 241: 865 (Dec. 1) 1949. 
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NEW AND NONOFFICIAL REMEDIES 


The following additional articles have been accepted as con- 
forming to the rules of the Council on Pharmacy and Chemistry 
of the American Medical Association for admission to New and 
Nonofficial Remedies. A copy of the rules on which the Council 
bases its action will be sent on application. 

R. T. Stormont, M.D., Secretary. 


TRIPELENNAMINE CITRATE.—Pyribenzamine 
Citrate — (Cia). — N,N - Dimethyl - i) 
ethylenediamine citrate 447.27.—The 
pony se formula of tripelennamine citrate may be represented 
as follows: 


on 
OH 


Actions and Uses.—Tripelennamine citrate is more palatable 
than the hydrochloride for oral administration of the drug in 
liquid form; otherwise it offers no advantage over the hydro- 
chloride and provides the same antihistaminic action. See the 
monograph on Tripelennamine Hydrochloride and the general 
statement on Histamine-Antagonizing Agents. 

Dosage.—Tripelennamine citrate is administered in doses one- 
third greater than those of the hydrochloride because of the 
difference in the molecular weights of these compounds; 30 mg. 
of tripelennamine citrate are equivalent to 20 mg. of tripelenna- 
mine hydrochloride. 

The average adult dose is 75 mg., four times daily. Infants 
and children usually tolerate doses of 15 mg. to 60 mg., given 
at the same intervals. 


Tests and Standards.— 


Physical Properties: Tripelennamine citrate occurs as a white, crystal- 
line powder, possessing a bitter taste. It melts between 106 and 110 C. 
It is very soluble in water, freely soluble in alcohol, very slightly 
soluble in ether, and practically insoluble in benzene and chlorotorm. 
A 1 per cent solution has a pu of about 4.25. i 

Identity Tests: Add 3 drops of a saturated solution of ammonium 
reineckate to 2 ml. of a 1 per cent aqueous solution of tripelennamine 
citrate: a flocculent, pink colored precipitate develops. 

Prepare the dipicrate of tripelennamine as described later in the 
assay for tripelennam.ne citrate. Tripelennamine dipicrate melts (capil- 
lary tube method, U.S.P. X//1) between 184 and 186 C. 

Add 3 ml. of sulfuric acid to 0.1 Gm. of tripelennamine citrate: the 
solid turns_ aighty brown but does not dissolve (distinction from 
tripelennamine hydrochloride). 

Dissolve 0.3 Gm. of tripelennamine citrate in 5 ml. of distilled water. 
Make the solution alkaline to litmus with 5 per cent sodium hydroxide 
and extract three times with 5 ml. of ether. Warm the aqueous layer 
to expel ether and test for citrate by the method of U.S.P. XJ/1, page 
600: a positive test is obtained, 

Purity Tests: Acidify 5 ml. of a 1 per cent solution of tripelennamine 
citrate with 2 drops of nitric acid. Add 5 drops of silver nitrate T.S.: 
the solution remains clear. 

Dry Gm. of tripelennamine citrate, accurately weighed, in a 
vacuum over phosphorus pentoxide at room temperature for 24 hours: 
the loss in weight does not ex 0.5 per cent. 

Ash about 0.2 Gm. of tripelennamine citrate, accurately weighed: the 
amount of residue is rot more than 0.3 per cent. 

Assay: Accurately weigh about 0.1 Gm. of tripelennamine citrate and 
transfer it to a 100 ml. beaker. Dissolve the salt in 50 ml. of water 
to which 4 drops of sulfuric acid have been added, and add slowly, 
with stirring, 25 ml. of a filtered, saturated solution of picric aci 
Allow the mixture to stand for 2 hours, filter through a tared Gooch 
crucible and dry at 105 C. for 1 hour. Cool and wash with ether until 
no more picric acid ms poo on the bottom of the crucible. Dry for 1 
hour at 105 C., cool and weigh. Each Gm. of tripelennamine dipicrate is 
equivalent to 6.6271 Gm. of tripelennamine citrate: the tripelennamine 
citrate content is not less than 98 nor more than 102 per cent. 

ELIxirR TRIPELENNAMINE CITRATE: Pipette 25 ml. of tripelennamine 
citrate elixir into a 250 ml. beaker. Add slowly, while stirring, 50 ml. 
of a filtered, saturated aqueous solution of picric acid and swirl to 
promote coagulation of the precipitate. Continue the analysis as directed 
in the assay for tripelennamine citrate, starting with, “Allow the 
mixture to stand for 2 hours . . .” tripelennamine citrate content 
is not less than 92.5 nor more than 107.5 per cent of the claimed amount, 

The alcohol content is determined as follows: Note the temperature 
of the elixir and pipette 25 ml. of sample into a 250 mil. distilling 
flask. Dilute with 50 ml. of distilled water and distil slowly to obtain 
a clear distillate, collecting 35 ml. of distillate in a 50 ml. graduated 
cylinder. Adjust to the temperature at which the original volume of 

ixir was measured. Add sufficient distilled water to bring the volume 
up to the 50 ml. mark and mix thoroughly. Determine the specific 
gravity of the liquid at 25 C. and from this result ascertain the per 
cent by volume of alcohol (Alcoholometric Table, U.S.P. XIII, p. 905). 
The proportion of alcohol by volume in the distillate multiplied by 2 
equals the per cent alcohol in the elixir; the alcohol content ts not ess 
than 92 nor more than 98 per cent of the claimed amount. ‘ 


PHARMACEUTICAL Propucts, INnc., Summit, N. J. 
Elixir Pyribenzamine Citrate: 473 cc. and 3.78 liter bottles. 
An elixir containing 7.5 mg. of tripelennamine citrate in each cc. 
U.S. patent 2,406,594; U.S. trademark 425,662. 
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NOTICE 


On page 573 is a statement by the Board of Trus- 
tees of the American Medical Association on griev- 
ance committees and excessive fees. 


ANTIHISTAMINICS FOR COLDS 

In this issue of THE JOURNAL is a report by the 
Council on Pharmacy and Chemistry on the use of 
antihistaminic agents for the control of the common 
cold. The Council has examined reports published 
in medical literature and concludes that the data 
accumulated only suggest possible beneficial effects of 
these drugs; the Council does not believe that the data 
prove that the antihistaminics are useful for the pre- 
vention of the average common cold or for the treat- 
ment of those who are ill with this affliction. It urges 
the collection of more clinical data to demonstrate the 
true usefulness and safety of these remedies. 

This is not the first warning issue by the Council. 
At its meeting in December 1949 the Council issued 
a statement concerning the side effects sometimes asso- 
ciated with the use of therapeutic doses of the anti- 
histaminics. Other warnings have been raised from 
other sources, yet in spite of these cautions some pro- 
moters of the antihistaminic drugs have launched 
promotional campaigns that rival those for the vita- 
mins a few years ago. In newspapers, in weekly and 
monthly periodicals, in subway stations and elsewhere 
the public is urged to use these drugs to avoid colds. 
Eye-catching headlines include: “New anti-histamine— 
Safe even for children. Kills Colds Fast.” “Reader's 
Digest reports clinical proof that it’s Anahist for colds. 
Anahist is the only drug proved clinically effective for 
colds in the rigidly controlled tests described in the 
Reader's Digest. Anahist Can Stop Cold Symptoms 
In A Single Day!” “Sensational New Discovery Kills 
Colds in Hours! Antamine pronounced ‘Aunt o’ Mine.’ 
Safe! The New, Perfected Anti-Histamine made by 
Grove Laboratories.” “New Miracle Drug for Colds— 


Fett 


Can stop cold symptoms in a single day!—helps pre- 
vent bad colds and their complications !—also prevents 
passing colds on to others!” “Reader’s Digest Hails 
Formula! Bristol-Myers Makes It! Here is How 
Resistab Kills Colds in One Day.” “Kriptin. New 
Anti-Histamine Wonder Drug Can Kill Colds—at the 
first sneeze or sniffle.’” Other similarly misleading 
headlines are featured in today’s advertisements. Some 
of the accompanying statements are downright untruth- 
ful. Others are not misleading when read word for 
word, but when the entire advertisement is considered 
there is offered a misleading and beguiling picture that 
excites the reader to new hope for a “cold cure.” 

The possibilities for exploitation seem almost 
unlimited. The president of a firm that supplies an 
antihistaminic for over-the-counter sale is reported to 
have said that such sales (apparently for over-the- 
counter antihistaminics) will reach $72,000,000 this 
year. He also is reported to have estimated that 
prescription sales would add another $28,000,000. This 
is a plum for those who want to pluck it. Perhaps 
this is one of the reasons for the ambitious selling pro- 
gram, which even includes plans for making anti- 
histaminics readily available for employees. One firm 
has advertised “a simple, complete, workable plan to 
stop colds among your employees.” Truly a miraculous 
achievement—if it were possible. 

Advertising is a part of our everyday life, and we 
accept it for what it is. Properly employed, it plays an 
important part in the marketing of goods, but drivel 
such as some of the pleas for over-the-counter anti- 
histaminics should not be thrust on the American 
public. There is a limit to what the public should be 
asked to swallow. Nonsensical advertising does not 
benefit anyone except the seller, and even his benefits 
may be of brief duration if the advertising boomerangs. 
Certain side reactions to the use of antihistaminics have 
been reported frequently. As one correspondent has 
written to THE JourRNAL, “the widespread adoption 
(of dispensing units in industry and offices) will result 
in certain well known side reactions caused by the 
antihistamine drugs, which are manifested by drowsi- 
ness, nervousness and lack of concentration and alert- 
ness in those who are susceptible. An increase in the 
accident rate will most certainly follow. This will 
result in larger medical expenses and damage to costly 
machinery. In the office, errors of judgment and 
lessened efficiency will result.” 

The current advertising splurges for over-the-counter 
antihistaminics do not bring credit to their promoters. 
Such puffery should be controlled sensibly and on a 
voluntary basis. If this is impractical, however, enforce 
ment agencies should not hesitate to meet their respomst- 
bilities. The moral obligations for those who supply 
services to the public should be self evident to all 
interested parties. When health is included in these 
services, the moral obligations assume even greatef 
significance. 
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FOREIGN MEDICAL SCHOOLS 


In recent years the problem of the physician who has 
graduated from a foreign medical school and who 
wishes to practice in the United States has become 
increasingly important. It is unlikely that this problem 
will diminish in the near future. 

In recognizing graduates of American and Canadian 
medical schools, state licensing boards have for many 
years had the benefit of periodic, thorough surveys 
of these schools by the two national accrediting bodies, 
the Council on Medical Education and Hospitals of the 
American Medical Association and the Association of 
American Medical Colleges. These organizations in 
the past have not attempted to maintain a similar 
inventory of the three hundred or more medical schools 
in other parts of the world. However, with increasing 
numbers of foreign-trained physicians coming to the 
United States, a real need has become evident for a 
reliable list of foreign medical schools to which indi- 
viduals and public and private bodies can refer. 

On the recommendation of the Committee on Foreign 
Medical Credentials,’ an advisory body to the Council 
on Medical Education and Hospitals representing nine- 
teen private and governmental agencies concerned 
with medical education, licensure and the problems of 
foreign physicians, the Council on Medical Education 
and Hospitals and the Executive Council of the Associa- 
tion of .\merican Medical Colleges have prepared a 
preliminary list of foreign medical schools which is 
published elsewhere in this issue of THE JouRNAL. In 
the preamble to this list, these two bodies state that 
they are of the opinion that medical institutions and 
medical organizations in the United States would be 
justified in considering current and past graduates of 
these medical schools on the same basis as graduates of 
approved medical schools in the United States. The 
present list is not final, and it will be supplemented as 
information is compiled for other schools. The need 
for a reliable list of foreign medical schools is such that 
it was considered desirable to issue a preliminary list 
rather than to wait until all medical schools in the world 
could be evaluated, a process that will require years to 
complete. 

Because this list is a preliminary one, the position of 
the Council and the Executive Council with respect to 
schools not on this list is that they neither approve nor 
disapprove these schools but must leave to individual 
institutions and organizations in the United States the 
decision whether they will accept graduates of these 
schools on the same basis that they accept graduates 
of approved medical schools in the United States. 

The present list and those that will follow should 
Prove of great help to those who must evaluate training 
Fecelved in foreign medical schools. The Council and 
the Executive Council have performed a real service 
to the American public and to American medicine in 
undertaking this new and difficult responsibility. 


1 J. A. M. A. 189: 1103 (April 16) 1949. 
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Current Comment 


THE PLASMA CELL 


The plasma cell is said to be the key to allergic 
processes. After its description by Cajal in 1890, a 
voluminous literature, mostly speculative, accumulated 
in the four succeeding decades. The newer literature 
on the plasma cell, dealing experimentally with its rela- 
tion to allergic processes and antibody formation, had 
its inception in 1938 with the report of Kolouch,’ who 
described the concomitance of a plasmacytic develop- 
ment in the bone marrow of rabbits with induced 
hypersensitivity and then alteration of these cells by 
anaphylactic shock. These observations led to a series 
of investigations dealing with the origin of the plasma 
cell, its significance in antigen-antibody reactions, its 
chemistry and its pathologic significance. According 
to Campbell and Good * the following facts have been 
established: 1. The plasma cell is a cytomorphic 
variant of a number of cell types of the reticulo- 
endothelial system. Its life history involves altera- 
tion of the cytoplasm and of the nucleus of the parent 
cell type, usually in the direction of decreased size and 
more basophilic constitution. 2. There is an invariable 
relation between plasmacytosis and hyperglobulinemia 
in serum, in the tissues and in tissue culture. 3. Hyper- 
sensitivity, both experimental and clinical, is associated 
with the development of plasma cells. 4. A cycle of 
maturation of the plasma cell population is initiated by 
anaphylactic shock. Bing, Fagraeus and Thorell * have 
shown the activity of the nucleoprotein mechanisms in 
this cell, which they interpret as indicating an endo- 
cellular secretion of antibodies by this cell type. Camp- 
bell and Good’s studies shed light on the origin of these 
antibody-secreting cells. They substantiated the obser- 
vations of Rohr, who reported a distinguishable plasma- 
cytic reticulum. In herpetic virus encephalitis in rabbits 
they reported the formation of plasma cells from inva- 
sive lymphocytes, from microglia, from oligodendroglia 
and from reticulum cells of the pia-arachnoid. In the 
bone marrow, in response to sensitization to bacterial 
or simple antigens, plasmacytosis stems mainly from 
the primitive reticulum. Good has shown the origin 
of the splenic plasma cell from the macrophages or 
reticulum cells and also from the lymphocyte. In the 
liver both the von Kupffer cells and the infiltrating 
lymphocytes form plasma cells. Campbell and Good 
conclude that all multipotent cells of the connective 
tissues are capable of entering the cytomorphic sequence 
terminating in the mature plasma cell. The plasma cell 
is characterized by four simultaneous structural fea- 
tures: (1) heavy, plaquelike chromatin aggregations in 
the nucleus, with sharp boundaries (in contradistinction 
to the chromatin clumps seen in lymphocytes) ; these 
account for the well known cartwheel nucleus; (2) 
intense basophilia of the cytoplasm; (3) the presence 
of a clear space in the nucleus, usually in the widest 


1.Kolouch, F.: Origin of Bone Marrow Plasma Cell Associated with 
Allergic and Immune States in Rabbits, Proc. Soc. Exp. Biol. & Med. 
39: 147-148, 1938. 

2. Campbell, B., and Good, R. A.: Antigen-Antibody Mechanisms in 
Neurotropic Virus Diseases, Ann. Allergy 7: 471-481 (July-Aug.) 1949. 

3. Bing, J.; Fagraeus, A., and Thorell, B.: Studies on Nucleic Acid 
Metabolism of Plasma Cells, Acta physiol. Scandinav. 70: 282-294, 1945, 
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part of the cytoplasm, and (4) decided eccentricity 
of the nucleus. These signs make for easy recognition 
of the mature stage of the plasma cell. Because the 
plasma cell does not represent a species of connective 
tissue cell in the same sense that the lymphocyte or 
fibrocyte does, but rather a functional stage of any 
multipotent cell, its place in the economy of the body 
is to be sought through a careful unravelling of the 
physiologic significance of the alterations in structure 
seen in the developing plasma cell. 


INFANTILE DIARRHEA 


In 1941, Light and Hodes* of the Baltimore City 
Health Department and the Department of Pediatrics, 
Johns Hopkins University, began a study of six hos- 
pital outbreaks of lethal infantile diarrhea. Morbidity 
and mortality rates were high. The disease appeared 
to be limited to infants under 6 weeks of age; older 
infants and adult attendants did not have diarrhea 
or other symptoms. No known diarrhea-producing 
pathogens were cultivated from the stools, nasopharyn- 
geal washings or blood in these cases. Supernatant 
fluid from dilute stool specimens were inoculated intra- 
nasally, intraperitoneally or intracerebrally into mice, 
hamsters, guinea pigs, rabbits, ferrets, cotton rats and 
4 day old kittens, with negative results. Inoculation 
experiments were begun on quarantined young calves 
in the Baltimore area. In a typical test 20 cc. of a 
bacteria-free Seitz filtrate from a 1:3 stool suspension 
was given intranasally to a 3 week old Guernsey calf. 
Two days after inoculation this calf had mucoid diar- 
rhea, which within a few days became bloody. On 
the eleventh day the calf became prostrate; it died 
on the fifteenth day. Since then 89 calves have been 
successfully inoculated with the infectious agent, with 
a case fatality rate of 13 per cent. In nonfatal cases 
the average duration of the diarrhea was between 17 
and 21 days, after which the calves were usually thin 
and debilitated for a short period. Convalescent calves 
were found to be immune to reinfection, and their 
serums would neutralize the homologous infectious 
agent. Neutralizing antibodies were also found in the 
serums of convalescent babies. On autopsy, edema, 
hyperemia and hemorrhages were found in the intestinal 
walls of the calves and mucus in the small and large 
intestines. Definite ulceration of the large intestine 
was found in only 1 case. Slight bronchopneumonia 
was found in 1 calf, while in another there were a few 
subacute abscesses in the kidney. Inclusion bodies were 
not demonstrated. The infectious agent is wholly 
inactivated by boiling for 5 minutes but resists heating 
to 70 C. for 60 minutes. On prolonged drying or 
heating to 80 C. for one hour, the infectious agent is 
attenuated. Inoculated into calves the attenuated agent 
produces only a “modified” form of the disease, char- 
acterized by a prolonged incubation period and mild 
diarrhea. This “modified” disease, however, is followed 
by an effective immunity. Rabbits may be immunized 
against the infectious agent, their serum inactivating the 
agent. Twenty-nine successful serial passages have 


1, Light, J. S., and Hodes, H. L.: Am. J. Pub. Health 33: 1451, 
1943; J. Exper. Med. 90: 113 (Aug.) 1949. 


COMMENT 
been made in calves, demonstrating multiplication of 
the agent, which is presumably a virus. Cross immy- 
nity tests have shown that the four strains of the 


virus isolated from the six outbreaks are of the same 
specificity. 
MYCETOMA AND MYCETOMA-LIKE 
LESIONS 


Chronic granulomatous lesions involving the feet but 
rarely the hands, legs, knees, neck and trunk, occur 
among inhabitants of tropical and subtropical regions, 
The condition is known there as Madura foot. About 
50 such cases of mycetoma have been reported from 
the United States; most were among people with an 
agricultural background in the Southern and West- 
ern areas. The disease remains localized, although 
extensive local necrosis may occur. It is character- 
ized by extensive swelling, necrosis of the over- 
lying skin and the development of sinuses into the 
deeper tissues, involving in advanced cases even the 
bones. While in earlier times Madura foot was classi- 
fied according to the color of the grain found ina 
given specimen, i. e., ochroid, melanoid and ted, 
mycetoma today is divided into actinomycotic and 
maduromycotic varieties, depending on the types of 
fungi found. Differentiation from other fungous dis- 
eases, such as coccidioidomycosis, blastomycosis and 
sporotrichosis, can be made by serologic methods, skin 
tests and identification of the fungus. Considerable 
difficulty may be encountered in distinguishing myce- 
toma from chromoblastomycosis,? which does not invade 
the bones and produces only short sinus tracts and 
pus at irregular intervals. The granulomatous masses 
exhibit characteristic obliterative endarteritis and an 
absence of the basophilic degeneration that is typical 
for actinomycosis. The granules present in the pus are 
a dark gray. The causative micro-organisms belong to 
the species of Hormodendrum and Phialophora, all of 
which display a black cultural growth. Although 
numerous therapeutic agents have been tried for con- 
trolling these fungous diseases, a satisfactory treatment, 
except surgery, has not been found. 


INCOMES IN GREAT BRITAIN 


According to a recent report in the press, only 250 
persons in Great Britain have incomes of more than 
$14,000 per year after taxes are collected. Before 
World War II, 11,000 persons are reported to have 
had incomes exceeding $14,000 after tax deductions. 
A representative of the British government is said 
to have claimed that this reduction of inconies is an 
“outstanding socialist achievement.” If this report i 
true, it is a sad commentary at a time when evidence 
of incentive is necessary. It would seem more appro 
priate to extol increases in income than to brag about 
decreases. It is no wonder that incentive and 
for investment are lacking. 


1. Reilly, E. B., and Steel, H. H.: Mycetoma, New England J. Med. 
241: 900, 1949, and 
2. Lewis, G. M.; Hopper, M. E.; Sachs, W.; Cormia, Fr. oo 
Potelunas, C. B.: Mycetoma-like Chromoblastomycosis Affecting the 
J. Invest. Dermat. 10: 155, 1948. 
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ORGANIZATION SECTION 


Official Notes 


STATEMENT ON GRIEVANCE COMMITTEES 
BY THE BOARD OF TRUSTEES OF 
THE AMERICAN MEDICAL 
ASSOCIATION 


The House of Delegates at its Washington, D. C., meeting 
in December 1949 adopted a resolution which proposes the 
establishment of grievance committees by county and _ state 
medical societies. When this resolution was presented to the 
House, attention was drawn to the success of the committees 


already established in some states. 


The Board of Trustees believes that the medical profession 
will be pleased to learn that at least eighteen medical societies 
now have grievance committees. These committees hear griev- 
ances concerning alleged improper practices or injustices. Fre- 
quently fees are involved. 

The Principles of Medical Ethics state in part: “A physician 
is expected to uphold the dignity and honor of his vocation.” 
Unfortunately, there have been reports of physicians’ taking 
advantage of patients by charging exorbitant fees. Such reports, 
even thoug!: isolated, create an unfavorable impression of the 
entire medical profession. The establishment of grievance com- 
mittees permits fair hearings for patients and physicians wher- 
ever the patient has been unable to adjust the matter satistac- 
torily with his physician. Sometimes a complaint is due to 
misunderstanding, perhaps because the physician neglected to 
explain to his patient the nature and cost of the services ren- 
dered. Such an explanation is especially indicated if unusual 
expenses are involved. 


The Board of Trustees of the American Medical Association 
looks with disfavor on the few members of the Association who 
charge excessive fees. It urges state and county societies to 
discipline those members who, after a fair hearing and a decision 
that the fees charged have been excessive, refuse to reduce their 
fees to a level that is reasonable for the services rendered. 


Louts H. Baver, Chairman. 
F. J. L. BLasiIncaMe. 

Joun H. Firzcipson. 
GUNNAR GUNDERSEN. 

Epwin S. HaMILton. 
Watrter B. Martin. 

E. J. McCormick. 

James R. MILLER. 

Dwicut H. Murray. 


Washington Letter 


(From a Special Correspondent) 
Feb. 20, 1950. 


Congressional Hearings Probable on Health 
Legislation 

Representative J. Percy Priest (Democrat, Tennessee), chair- 
man of the House subcommittee on health legislation, has inti- 
mated that public hearings will be opened early this spring on 
the various health insurance bills that are pending. These 
include the administration-supported Thomas-Murray-Dingell bill 
as well as the Bosone and Javits-Herter measures. Intentions 
of the Priest subcommittee are to dispose of bills on federal aid 
to medical education, federal support of local public health units 
and establishment of additional governmental medical research 
institutes—all passed by the Senate last year—before opening 
hearings on the health insurance legislation. 

A demand that hearings be scheduled was presented to Repre- 
sentative Priest on February 14 by Representatives Herter 
(Massachusetts), Javits (New York) and other Republican 
sponsors of a bill, introduced last May, which provides federal 
subsidies for health prepayment plans and cooperatives. 

“Unless the Administration faces this issue now, it is obvious 
that it is being preserved for 1950 campaign purposes regardless 
of the medical needs of the country,” they informed Representa- 
tive Priest, who is a Democratic floor leader in the House as 
well as chairman of the subcommittee on health. “Our bill 
involves neither socialized medicine nor medicine for indigents 
only. It recognizes that the problem of medical care for the 
people is urgent and that government should participate in its 
solution. Our bill encourages the establishment of hundreds of 
new voluntary health plans by civic clubs, veterans’ groups, 
church groups, trades unions, trade associations, neighborhood 
associations and farmers’ cooperatives under adequate state and 
local supervision to assure the most efficient utilization of their 
medical resources. Under our plan the pressure on our medical 
resources which might cause them to break down because of 
prematurely extra-heavy demand such as would occur under the 
Administration’s plan would not be involved.” 


Legionnaires Demand More Veterans Hospitals 

The annual National Rehabilitation Conference in Washington 
on February 9, sponsored by the American Legion, charged 
the Veterans Administration with delaying construction of 
mental hospitals, protested abolition of the Federal Board of 
Hospitalization and demanded swifter admittance of veterans 
into hospitals. Delegates from California, Pennsylvania and 
New York were particularly critical of the delay in expansion 
of neuropsychiatric facilities. Transfer to the Veterans Admin- 
istration of the Army hospitals at Fort Slocum, N. Y., and 
Valley Forge, Pa., which are scheduled to be closed, was recom- 
mended, but federal officials indicated that such action is pre- 
cluded by commitments in hospital expansion previously made 
by the Veterans Administration. Dr. Paul B. Magnuson, chief 
medical director, told the delegates that professional standards 
of veterans hospitals will not be lowered; that if more beds are 
available than can be properly staffed, fewer patients will be 
admitted instead of attempting to care for a greater number by 
spreading services thinner. 


Report Presented on Atomic Medicine Research 


The Atomic Energy Commission on January 31 forwarded 
to Congress its seventh semiannual report, a large portion of 
which is devoted to medicine and biologic investigations. During 
the current fiscal year, AEC has approximately $19,000,000 
invested in this type of research, divided almost equally between 
projects in federal and nonfederal installations. Twenty southern 
institutions are now participating in the cancer study program, 
said the report. Also under AEC auspices are the studies of 
radiation cataracts now under way in several universities at 
an annual cost of approximately $100,000. 
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Medical Legislation 


STATE LEGISLATION 


Kentucky 


Bills Introduced.—H. 228 proposes the enactment of a hospital 
licensing law. 8S. 60 proposes that in addition to the medical cer- 
tificate required under the premarital examination law an applicant 
for a marriage license shall also present a certificate signed by the 
same examining physician who issued the medical certificate certifying 
that such person submitted to an alcoholic test at the time of the 
examination and was found not to be under the influence of intoxi- 
cating liquor. 


Maryland 


Bill Introduced.—S. 2 proposes the creation of a Commission on Alco- 
holism to engage, among other things, in the study of and research in 
the care and treatment of alcoholic persons and to aid in the education 
of the people in the state as to the nature and cause of alcoholism. 

Mississippi 

Bills Introduced.—S. C. Res. 16 proposes to memorialize the Congress 
of the United States not to enact any proposed legislation which will 
bring the practice of medicine under federal direction and control, 
either through a form of compulsory insurance or any system of medical 
care designed for national bureaucratic control. 8S. 342, relating to con- 
ditions under which autopsies and postmortem examinations can be held, 
provides, among other things, that any physician duly licensed under 
the laws of the state to practice medicine who performs an autopsy or 
other examination under order of the circuit judge shall not be held 
liable for damages in the event it should be determined that such order 
is for any reason invalid. S. 351 proposes to authorize the University 
of Mississippi School of Medicine to obtain dogs from dog pounds by 
requisitioning the same and paying $2 per dog therefor. 


New York 


Bills Introduced.—A. Res. 76 proposes the appointment of a joint 
legislative committee to make a complete and thorough investigation 
of the practices and methods of medical colleges in the admission of 
students. A. Res. 83 proposes the creation of a legislative committee 
to make a survey and study of the social, educational and physical 
problems of children who are mentally deficient, mentally retarded or 
mentally handicapped. A. Res. 94 proposes the creation of a legislative 
committee to survey and study the physical, social and educational prob- 
lems resulting from heart diseases and to inquire into the feasibility of 
constructing a hospital or hospitals for the care of patients having heart 
diseases. A. 931, to amend the public health law, proposes to require 
every householder, before employing any person for domestic service, 
to require from such person the production and surrender of a cer- 
tificate of good health from a duly licensed and registered physician 
issued not more than thirty days prior to the date of application. 
Such certificate shall show freedom from tuberculosis, any venereal 
disease in its communicable or infectious stage or any other infectious, 
contagious or communicable disease. A. 1096 and A. 1243, to amend 
the public health law, propose that every physician shall immediately 
give notice to the health officer of the county, city, town or village 
where such person resides, of every case of infantile paralysis under his 
care. A. 1310 and 8S. 802 propose to require any person in charge of 
any voluntary nonprofit or public hospital to cause all persons admitted 
thereto for treatment or care to be examined to determine if any such 
patient is affected with tuberculosis. A. 1414 proposes the creation of 
a state board of chiropractic examiners and defines chiropractic as the 
science of locating and the removing of nerve interference in the human 
body, according to chiropractic principles, where such interference is the 
result of or caused by misalignment or subluxations of the vertebral 
column. A. 1567 proposes an appropriation of $250,000 for the 
creation of a revolving fund from which to make leans to worthy students 
who have received college degrees and are attending graduate or profes- 
sional schools. A. 1568, to amend the education law, proposes that no 
tuition fee shall be charged in any school of medicine under the control 
of the state university trustees. A. 1611, to amend the education law, 
proposes that every prescription issued by a physician calling for a 
patent medicine or a trade-marked, prepackaged medicine, drug or other 
pharmaceutical preparation or any other medicine or drug which is sold 
or available for sale under a well known trade mark or trade name in any 
form not requiring compounding, shall be written solely and exclusively 
in the English language and shall designate the article by its trade name. 
A. 1637, to amend the general municipal law, proposes to indemnify 
physicians and dentists for services rendered in the course of a home 
care service maintained by a public institution. A. 1645 amends the law 
with relation to the right to dissect the dead body of a human being by 
authorizing the surviving husband, wife or, in case no spouse survives com- 
petent to give consent, an adult child, a parent or a brother or sister of the 
deceased, or a person authorized in writing to do so by the decedent dur- 
ing his lifetime, to permit a dissection of the deceased person for the sole 
purpose of ascertaining the cause of death. A. 1845, to amend the gen- 
eral municipal law, proposes to require all hospital employees to be 
examined at least once each year for the purpose of determining whether 
or not such employees are suffering from tuberculosis. A. 1934 proposes 
an appropriation of $3,000,000 to the state department of health to defray 
the cost of research to devise a program to control and prevent Infantile 
paralysis and to develop technics for the care, treatment and rehabilita- 
tion of persons suffering therefrom. 8S. Res. 43 proposes the appoint- 
ment of a committee to make a complete survey and study of the opera- 
tion and conditions of convalescent homes, nursing homes and boarding 


Fea 


homes in the state and to make an investigation into the entire business of 
operating such homes with the view and for the purpose of determining 
the evils, abuses and dangerous practices which now exist. §, 1077 
proposes the creation of a temporary commission to ascertain facts 
and statistics relating to the feasibility of requiring an annual 
examination of each resident of the state and the establishment of 
health centers or clinics and recommending enactment of | 

as may be necessary for carrying out the purposes of this act. g. 107 
proposes to make it unlawful for any hospital corporation to be the 
vendor of medical diagnosis and/or treatment. Under the proposal 
it would be permissible for every hospital supported in whole or in 
part by public funds, or by the solicitation of private subseri 

or which claims and receives exemption from taxation under the pro- 
visions of the tax law, to which patients are admitted on payment 
of a charge or fee or at which persons receive medical and/or surgical 
treatment on payment of a charge or fee, to employ physicians and/or 
surgeons under a contract or salary arrangement for the medical 
diagnosis and/or treatment of patients only when such diagnosis 
and/or treatment shall be rendered to patients in such hospital inde- 
pendently of other hospital charges and under contractura! relation- 
ship between the patient and the physician or physicians. §, 1198, 
to amend the education law, proposes to prohibit the practice of X-ray 
diagnosis, x-ray therapy or radium therapy by any person other than 
a physician. 8. 1302 and A. 1637, to amend the general municipal 
law, propose that individual physicians shall not be Hable in malprac- 
tice for damages for personal injuries made in the course of a home 
care service maintained by a public institution. The public institution 
would be liable. 


Coming Medica! Meetings 


Alabama, Medical Association of the State of, Birmingham, Apri 
Dr. Douglas L. Cannon, 519 Dexter Ave., 

American Academy of Allergy, Los Angeles, Hotel Biltmore, March 68 
Dr. Theodore L. Squier, 208 E. Wisconsin Ave., Milwaukee 2, Secretary. 

American Academy of Neurology, Cincinnati, Netherlands-Plaza Hotel, 
April 14-15. r. Joe R. Brown, Mayo Clinic, Rochester, Minn, 
Secretary. 

American Association for Thoracic Surgery, Denver, Colo., April 15- 
Dr. Brian Blades, 901 Twenty-Third St. N.W., D. 
Secretary. 

American Association of Anatomists, New Orleans, Louisiana State Uni- 
versity, April 3-5. Dr. Normand L. Hoerr, 2109 Adelbert Road, Cleve 
land 6, Secretary. 

American Association of Pathologists and Bacteriologists, Madi Wi 
April 14-15. Dr. Alan R. Moritz, 2085 ‘Adelbert Read, Cleveland & 
Secretary. 

American Association of Railway Surgeons, Chic: Drake Hotel, April 
4-6. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, Secretary. 

American College of Physicians, Boston, April 17-21. Dr. George Morris 
Piersol, 4200 Pine St., Philadelphia, Secretary General. 

American Goiter Association, Houston, Texas, March 9-11. Dr. George 
C. Shivers, 100 E. St. Vrain St., Colorado Springs, Colo., Secretary. 
American Physiological Society, Atlantic City, April 17-21. Dr. Milton 0, 

Lee, 2101 Constitution Ave., Washington 25, D. C., Executive Secretary. 

American Society for Experimental Pathology, Atlantic City, April 11. 
Dr. Sidney C. Madden, Brookhaven National Laboratory, Upton, L. L, 
New York, Secretary . 

American Society for Pharmacology and Experimental Therapeutics, Atlan 
tic City, April 17-21. Dr. Harvey 5 Haag, Medical College of 
Virginia, Richmond 19, Secretary. 

American Society of Ditaienl Chemists, Atlantic City, April 9-14. Dr. 
R. W. Jackson, 825 N. University St., Peoria 5, ll, Secretary. 

American Surgical Association, Colorado Springs, Colo., April 19-23. 
Dr. Nathan Womack, University Hospitals, Iowa City, Iowa, Secretary. 

American Therapeutic Society, Boston, April 13-16. Dr. Oscar B. Hunter, 
915 Nineteenth St. N.W., Washington 6, D. C., Secretary. 

Arkansas Medical Society, Fort Smith, April 17-19. Dr. William R. 
Brooksher, 602 Garrison Ave., Fort Smith, Secretary. 

Chicago Medical Society Annual Clinical Conference, Chicago, Palmer 
House, Feb. 28-March 3. Dr. H. Kenneth Scatliff, 30 N.- Michigan 
Blvd., Chicago 2, Secretary. 

Dallas Southern Clinical Society, Dallas, Texas, March 13-16. Miss Betty 
Elmer, 1133 Medical Arts Bldg., Dallas 1, Executive Secretary. 

Federation of American Societies for Experimental Biology, Atlantic City, 
April 17-21. Dr. Milton O. Lee, 2101 Constitution Ave., Washington 
25, D. C., Secretary. 

Georgia, Medical Association of, Macon, Hotel Dempsey, April 1821 
Dr. Edgar D. Shanks, 478 Peachtree St. N.E., Atlanta, Secretary. 
Michigan Postgraduate Clinical Institute, Detroit, Book-Cadillac Hotel 
March 8-10. Dr. L. Fernald Foster, 2020 Olds Tower, 8 
Secretary. Springs, ¥ 

Mid-Atlantic Section, American Urological Association, Hot Va., 
The Homestead, March 23-25. Dr. H. N. Dorman, 1025 Connecticut 
Ave. N. W., Washington 6, D.C. 

Missouri State Medical Association, Si. Louis, March 26-29. Dr. HE 
Petersen, 634 N. Grand Blvd., St. Louis 3, Secretary. 

National Society for the Prevention of Blindness, Miami, re Hotel 

in 


Floridian, March 26-30. Dr, Frankl M. Foote, 1790 
New York 19, Executive Director. p 

New Orleans Graduate Medical Assembly, New Oricone,, Municipal Audr 
torium, March 6-9. Dr. Woodard D. 1430 Tulape Ave. New 


Orleans, Secretary. 
Northern Tri-State Medical Association, Grand Rapids, Mich., April 
Dr. William H. Gordon, 1553 Woodward Ave., it, Secretary. 
Southeastern Surgical Congress, Washington, D. C., March 6%. Dr. 
Benjamin T. Beasley, 45 Edgewood Ave. S.E., Atlanta 3, Ga., go % 
Tennessee State Medical Association, Memphis, April 10-12. Dr. W. 
Hardy, 706 Church St., Nashville 3, Secretary. 
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GOVERNMENT SERVICES 


ARMY 


JOINT ARMED FORCES SYMPOSIUM 


All Medical Department reserve officers whether active or 
jnactive in the Fourth Army Area are invited to attend the 
Joint Armed Forces Medico-Military Symposium, April 4-6 at 
Fort Sam Houston, Texas. The first 300 Medical Department 
officers in active reserve status accepting invitations will be 
ordered to attend at government expense by Chiefs of the Mili- 
tary Districts. Officers of the inactive reserve desiring to 
attend may do so at their own expense. 

Travel to Fort Sam Houston for reserve officers under orders 
to attend will be paid at 3 cents per mile, $3 per day for meals 
and $4 per day for quarters. Reserve officers under orders 
will likewise be paid $3 per day for meals and $4 per day for 
quarters while in San Antonio. Quarters allowance will not 


be paid for officers using facilities at Medical Field Service 
School. The 3 cents per mile travel will not be paid for officers 
traveling by military aircraft. Officers traveling under orders 
and who elect to travel by military aircraft will please notify 
the Surgeon, Fourth Army Headquarters, at the earliest pos- 
sible date. Officers must have copies of orders to board military 
aircraft. The Navy has been invited to participate, and Naval 
reserve officers and Air Force reserve officers are likewise 
invited as are all Doctors of Medicine, whether or not they 
are members of the reserves. 

The program will comprise discussions of the international 
situation, nuclear fission, medical plans for civil defense, training 
programs, rehabilitation and guided missiles, also discussions of 
policies of the officers reserve corps and of the professional 
consultant program and scientific research and training. 


AIR FORCE 


VOLUNTEERS FOR SHORT TOURS 
OF DUTY 


A regulation has been published by the Air Force permitting 
medical and dental reserve officers to volunteer for short periods 
of active duty of one to twenty-nine days a month, but not more 
than ninety days of active duty during the fiscal year. This 
regulation will enable reserve officers to maintain an active 
interest in the Air Force Medical Service, as well as alleviate 
the critical shortage of medical and dental personnel in the 
Air Force. The duty will be performed at Air Force bases 
convenien! to the locality where the physician or dentist resides. 
Where the vacancy and need at the base exists, arrangements 
will be inade by the Base Surgeon for intermittent service, 
adaptable to the requirements of the person’s civilian practice. 
Such duty will be performed in the grade in which the officer 
is currently commissioned in the United States Air Force 
Reserve, with full pay and allowances. Points toward retire- 
ment and promotion are also earned. Travel pay between the 
officer's home and the base is not authorized. In addition to 
the short tours of active duty, reserve medical and dental officers 
may apply for tours of extended active duty in periods of one, 


two or three years. Information may be obtained on request 
to the Surgeon of the nearest Air Force base or to the 
pag 4 the Surgeon General, U. S. Air Force, Washington 


CIVILIAN INTERNS IN AIR FORCE 
RESERVE 


Eleven physicians have been selected to participate in the 
civilian intern program offered by the U. S. Air Force Medical 
Service and will receive commissions in the Air Force Reserve. 
Eligible to receive commissions are two hundred physicians 
who will be graduated from approved medical schools before 
July 1, 1950, and who are to begin internships before that date 
in approved civilian hospitals. Physicians who are so com- 
missioned will serve two years of active duty for each year of 
internship as commissioned U. S. Air Force Reserve officers at 
Air Force medical installations. Information concerning the 
intern program may be obtained from deans of medical schools 
or the Officer’s Procurement Branch, Office of the Surgeon 
General, Headquarters, U. S. Air Force, Washington 25, D. C. 


MISCELLANEOUS 


POSITIONS OPEN IN WORLD HEALTH 
ORGANIZATION 


The World Health Organization is recruiting for certain 
staff positions, including (1) chief of section on public health 
Organization, (2) medical officer, public health organization 
(assistant chief of section) and (3) general recruitment of nurses. 
The chief of section must be a graduate in medicine and have 
also a diploma in public health with five years of progressive 
public health experience and fluently speak and write either 
French or English. This position requires the occupant to 
supervise the work of the section on public health organization, 
to advise governments on the organization of public health 
Services and, among other things, to act as secretary to the 
Expert Committee on Public Health Administration. The assis- 
tant chief of the section also must be a graduate in medicine 
and have a diploma in public health, with some years of prac- 
tical experience in his profession. These officers would serve 
im Geneva, Switzerland. A limited number of well qualified, 
experienced nurses are needed as members of field demonstration 
teams to advise and participate in training programs for nurses 
and to strengthen existing public health nursing services. In 

on, a number of other positions are open for well qualified, 
&xperienced nurses. Candidates for these positions should com- 
municate with Dr. Fred L. Soper, Regional Director, World 
2001 Connecticut Avenue, N. W., Wash- 


INSURANCE ENGINEERS STUDY HEALTH 
PHYSICS 


About one hundred insurance engineers from coast to coast 
attended a five day session on insurance aspects of health 
physics, February 6-10, at Brookhaven National Laboratory, 
Upton, N. Y. The Atomic Energy Commission stated that the 
course, arranged and directed by Brookhaven’s Health Physics 
Division, provided advanced and detailed information on health 
problems involved in distribution and use of radioisotopes. The 
instructors were: Paul C. Aebersold, Chief, AEC Isotopes 
Division, Oak Ridge, Tenn.; D. Balber, Health Physics Divi- 
sion, Brookhaven National Laboratory; H. Blatz, Chief, Radia- 
tion Section, New York Operations Office; E. P. Cowan, Chief, 
Health Physics Division, Brookhaven National Laboratory ; 
Merril Eisenbud, Chief, Health and Safety Brarich, New York 
Operations Office; G. Failla, Director, Radiological Laboratory, 
Columbia University; J. B. H. Kuper, Chief, Instrumentation 
and Health Physics Department, Brookhaven National Labora- 
tory; George Manov, Chief, Field Advisory Service, AEC Iso- 
topes Division, Oak Ridge; G. W. Morgan, AEC Isotopes 
Division; Karl Z. Morgan, Chief, Health Physics Department, 
Oak Ridge National Laboratory; E. C. Pollard, Physics Depart- 
ment, Yale University, and N. Woodruff, Assistant Chief, 
Isotopes Division of the Atomic Energy Commission, Oak 
Ridge, Tenn. 
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Medical News 


(Physicians will confer a favor by sending for this department 
items of news of general interest: such as relate to society activi- 
ties, new hospitals, education and public health. Programs 
should be received at least two weeks before the date of meeting.) 


ALABAMA 


Society Elections.—On January 18 the Alabama Academy 
of General Practice at its annual meeting held in Birmingham 
named Dr. J. Paul Jones, Camden, president, and Dr, Albert 5. 
Dix, Mobile, president-elect ——At its annual meeting the Health 
and Medical Care Council of Alabama named Dr. James G. 
Davis, Cullman, as chairman for 1950. Mr. Walter Randolph, 
Montgomery, will continue as treasurer, but the secretary will 
be Mr. William A. Dozier Jr., Montgomery, public relations 
director of the Medical Association of Alabama. 


CALIFORNIA 


Conference in Clinical Ophthalmology.—The Stantord 
University School of Medicine will present a postgraduate con- 
ference in clinical ophthalmology March 27-31. Registration will 
be open to physicians who limit their practice to the treatment 
of diseases of the eye or of the eye, ear, nose and throat. To 
allow free discussion registration will be limited to thirty 
physicians. Instructors, all of San Francisco, will be Drs. A. 
Edward Maumenee Jr., Dohrmann K. Pischel, Jerome W. 
Bettman, Earle H. McBain and Arthur J. Jampolsky. Pro- 
grams may be obtained from Office of the Dean, Stanford 
University School of Medicine, 2398 Sacramento Street, San 
Francisco 15. 

Chest Survey of Society Members’ Patients.—The San 
Francisco County Medical Society is about to take over the 
routine photofluorographic surveying of members’ patients 
begun in the summer of 1948, with a liaison effected between 
the society and the San Francisco Tuberculosis Association. 
The tuberculosis association will continue to support the survey 
with a subsidy. Of the 1,300 doctors of the society 681 have 
used the minifilm chest x-ray service for 10,060 patients. Clas- 
sification of positive returns showed 93 of definite tuberculosis, 
407 suspected tuberculosis, 131 suspected heart disease and 177 
other disease not specified. Dr. Robert Newell, San Francisco, 
medical director of the minifilm chest survey, notes that the 
percentage of suspicion of disease and the incidence of active 
tuberculosis runs a bit higher among the patients than in the 
general population. Further experience by a larger portion 
of the membership is expected to show whether the service is 
worth its cost or can be made so. 


CONNECTICUT 


Connecticut Trudeau Society.—With a charter member- 
ship of about 60 physicians, the Connecticut Trudeau Society 
was formed at Gaylord Farm Sanatorium, Wallingford, on 
Nov. 22, 1949. The new organization will be the state affiliate 
of the American Trudeau Society, which is the medical section 
of the National Tuberculosis Association. The objects of the 
Connecticut Trudeau Society are to further interest in tuber- 
culosis and other thoracic diseases and to serve as the medical 
section of the Connecticut Tuberculosis Association. Member- 
ship is open to all interested physicians and surgeons. A con- 
stitution and by-laws were adopted and the following officers 
elected: Drs. William H. Morriss, medical director, Gaylord 
Farm Sanatorium, Wallingford, president; Reginald C. Edson, 
director of tuberculosis control, State Tuberculosis Commission, 
Hartford, secretary-treasurer. 


ILLINOIS 


Hospital Beds for the Chronically Ill.-- The Hospital 
Advisory Council to the state department of health has approved 
five applications for aid in the construction of facilities for the 
care of chronically ill patients, totaling an estimated $1,326,630. 
The approved applications and the amounts scheduled to be 
received in each case are: Blessing Hospital, Quincy, $310,000; 
St. Anthony's Hospital, Rock Island, $500,000: t. Francis Hos- 

al, Peoria, $126,000; St. Joseph’s Hospital, Bloomington, 

190,000, and the Swedish Covenant Hospital, Chicago, $200,000. 

| participation in each case will equal or exceed the amount 

of state funds granted for these projects. The council also 

approved an application by St. Luke’s Hospital, Chicago, for an 
estimated $40,000 for aid in the construction of a i 


psychiatric unit. 


MEDICAL NEWS 


Chicago 

Assembly Hour Lectures.—Assembly Hour lectures will 
be held at the University of Illinois, Room 221, on March ] 
and 8 at 1 p.m. Dr. Allan M. Butler, Boston, will speak on 
“Therapeutic Implications of the Metabolic Disturbances of 
Diabetic Coma, Intestinal Obstruction and Diarrhea.” Dr, John 
R. Mote, Chicago, under the auspices of Sigma Xi, will speak 
on “ACTH” the following week. 

St. Luke’s Alumni Reunion.—A day of homecoming for 
former interns, residents and staff members is being held at 
St. Luke’s Hospital February 27, the day preceding the Cep- 
tennial Clinical Conference of the Chicago Medical Society. 
An all day scientific program at St. Luke’s has been planned, 
For information contact Dr. Harold Steinberg, St. Luke's 
Medical Staff, Harrison 7-5000. 

Elect President of School.—Dr. John J. Sheinin, dean of 
the Chicago Medical School since 1935, has been elected president 
of the school. Dr. Sheinin received his medical degree from 
Northwestern University in 1949. He is a member of the 
American Association of Anatomists, American Association for 
Experimental Biology and Medicine, American Association of 
University Professors, National Education Association and 
Illinois Academy of Science. 

Research in Endocrinology.—The Ralph Arthur Raclin 
Memorial Fund for research in endocrinology and allied fields 
has been established at the University of Illinois College of 
Medicine by a gift of $25,000 from Mr. and Mrs. H. L. Raclin 
of Highland Park. The gift is a memorial to their son, Pri- 
vate First Class Arthur Raclin of the U. S. Army Medical 
Corps. The fund will be used for research in endocrinology 
and allied fields under the direction of Dr. Willard O. Thomp- 
son, clinical professor of medicine. 

_Dr. Bigler Heads Pediatrics Department.—Dr. John A. 
Bigler, medical director of Children’s Memorial Hospital, has 
been appointed chairman of the department of pediatrics at 
Northwestern University Medical School. Dr. Bigler came 
to Northwestern in 1930 as an instructor. In 1935 he was made 
assistant professor of pediatrics and in 1944 became an associate 
professor. Since 1948 he has been acting chairman of the 
department. Dr. Bigler received his M.D. degree from Rush 
Medical College of Chicago in 1923. 


INDIANA 


Personal.— Dr. Maurice H. Cottle, Chicago, spoke on 
“Modified Septum Operation” February 9 before the Indianapolis 
Ophthalmology and Otolaryngology Society meeting at the 
Indianapolis Athletic Club. 

Transportation to Medical Meetings.—Transportation to 
and from meetings of the Indianapolis Medical Society will be 
furnished by the society to older handicapped members who 
would like to attend the Tuesday night sessions but have no way 
to get there. The cab company will call for the member at 
his home and then take him back after the meeting at no 
expense to the member. Arrangements will be made for the 
member by the society office. 

Dr. Lawrence to Coordinate Cancer Research. —Dr. 
Edwin A. Lawrence, professor of surgery (oncology) at the 
University of Utah College of Medicine, Salt Lake City, was 
appointed professor of soma | on the staff of the Indiana Uni- 
versity School of Medicine, Bloomington, effective January 1, 
with the additional title of coordinator of cancer treatmen 
and research. Dr. Lawrence has been connected with the Uni- 
versity of Utah in a similar capacity for the past three years 
and previously was on the staff of Yale University School 
Medicine, New Haven, Conn. He received his medical degree 
from Western Reserve University School of Medicine, Cleve- 


land, 1935. 
KENTUCKY 


Society Election—At a recent meeting of the Kentucky 
Society of Pathologists the following officers, all from Louis- 
ville, were elected: Dr. Harry M. Weeter, president; Dr. 
Malcolm L. Barnes, secretary, and Dr. Aura J. Miller, curator. 
Slides on interesting cases, especially tumors, were di 
by the pathologists. 

Professor of Child Health Appointed.—Dr. Alex J. 
Steigman of Cincinnati has been appointed professor of the first 
chair of child health in the United States under the department 
of pediatrics, University of Louisville School of Medicine. Last 
summer Dr. Steigman, as consultant in clinical epidemiology 
of the National Foundation for Infantile Paralysis, was 
to Kentucky to survey progress of a poliomyelitis 
He is a native of Philadelphia and in 1938 received his M.D. 
degree from Temple University School of Medicine, Philadelphia, 
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where he was an assistant professor in 1947. He was a senior 
h fellow at Children’s Hospital Research Foundation in 
Cincinnati from 1947 to 1949. 


MARYLAND 


Personal.—Dr. Paul V. Lemkau, associate professor of 

ic health administration, was appointed chief of the Divi- 
son of Mental Hygiene of the Maryland State Department of 
Health effective November 1. He is a graduate of Johns 
Hopkins University School of Medicine (1935). 

Sydenham Hospital Closed. — Sydenham Hospital, com- 
municable disease hospital for Baltimore in Montebello, was 
dosed January 1. The new Sydenham Service has been set up 
in Baltimore City Hospital under the direction of Dr. Harold E. 
Harrison, chief of the pediatric division of the hospital. The 
sate appropriation of over $250,000 per year for a 100 bed insti- 
tution that was three-quarters empty the year round on the 
average was deemed unwise. 


MICHIGAN 


Cancer Day Program.— The Genessee County Medical 
Society will hold its fifth annual Cancer Day Program for 
Michigan physicians in the Merliss Brown Auditorium of 
Hurley Hospital in Flint April 12 beginning at 9:40 a.m. The 
program follows: 

Reed M. Nesbit, Ann Arbor, Cancer of the Kidney. 

Lloyd F. Craver, New York, Hopeful Aspects of Malignant Lymphomas. 
Grantley W. Taylor, Boston, Cancer of Regional Lymph Nodes. 

Pel C. Bucy, Chicago, Early Signs and Symptoms of Intercranial 

umor-. 

Drs. Scheele and Lierle Receive Honorary Degrees.— 
Dr. Leonard A. Scheele, Surgeon General, U. S. Public Health 
Service, and Dr. Dean M. Lierle, head of the department of 
otolaryngology and oral surgery, State University of lowa 
College of Medicine, Iowa City, received the degree of Doctor 
of Science at Wayne University midyear commencement exer- 
cises February 2. Dr. Scheele graduated from the Wayne 
University College of Medicine in 1933. He served in the 
U. S. Army Medical Corps during World War II, receiving 
the American Typhus and Legion of Merit medals. Dr. Lierle’'s 
chief contribution has been research in defective hearing and 
seech in children. He is a counselor on otolaryngology of 
the National Society for Crippled Children and Adults and a 
member of the board of directors of the American Hearing 
Society, also vice president of the American Laryngological, 
Rhinological and Otological Society, and a member of the 
Advisory committee on Audiometers and Hearing Aids of the 
Council on Physical Medicine and Rehabilitation of the Ameri- 
can Medical Association. 


MINNESOTA 


New Emeritus Staff Members.—A the Mayo Clinic’s 
annual staff meeting in Rochester November 21 seven clinic 
physicians were honored as new emeritus staff members. They 
are Drs. Walter C. Alvarez, Harry H. Bowing, Arthur U. 
Desjardins, Della G. Drips, Bert E. Hempstead, Henry W. 
Meyerding and Robert D. Mussey. 

Physiology Seminars.—Seminars in physiology are being 
held at Asbury Hospital, Minneapolis, the first Saturday ot 
cach month at 8 a. m. All physicians are invited. Speakers 
beginning March 4 include: Ernest B. Brown Jr., Minneapolis, 

ysiology of Respiration with Particular Reference to Gas 
Transport”; Ernst Gellhorn, Minneapolis, “A Physiologic Study 
oi Convulsive Disorders,” and Nathan Lifson, Minneapolis, 
“Quantitative Kidney Tests.” 

_ Postgraduate Program.—A five year postgraduate educa- 
tion program is under way to bring to different state areas the 
latest developments in the treatment, diagnosis and manage- 
ment of heart disease and cancer and in psychosomatic medicine. 

course is planned to enable professional persons in the field 
‘0 receive postgraduate education without interrupting their work. 
*ne seminars are held for eight consecutive weeks. Each session 
is about two hours long. Lecturers for the most part are sup- 
tlied by the faculty of the University of Minnesota schools of 
, dentistry and nursing. These programs are arranged 
under the sponsorship of the Minnesota Department of Health, 
Minnesota State Medical Association, Minnesota State Dental 
Association, Minnesota Nurses Association and the University 
Minnesota schools of medicine, dentistry and nursing. Two 
communities, Bemidji and Fergus Falls, have suc- 
cessfully completed their programs. Attendance is estimated at 
almost 80 per cent of all those eligible to attend. Other pro- 
= are scheduled for Duluth, St. Cloud and Winona, and 
all more will be chosen. The program will eventually reach 
major state areas. 


MEDICAL NEWS 


NEW HAMPSHIRE 


Training for Medical Technologists.—A medical tech- 
nology curriculum, designed to meet the need for professionally 
trained women in New Hampshire hospitals, will be offered by 
the University of New Hampshire, Durham, next fall. The 
college has prepared the new curriculum in cooperation with 
clinical pathologists in hospitals at Manchester, Hanover and 
Concord who desire to appoint New Hampshire graduates to 
their staffs. The course leads to a degree of Bachelor of 
Science. Included in the curriculum is a twelve month train- 
ing period at a hospital approved by the American Medical 
Association’s Council on Medical Education and Hospitals, 
covering lectures and laboratory work in bacteriology, biochem- 
istry, hematology, histology and serology. Dr. Lawrence W. 
Slanetz, professor and head of the department of bacteriology, 
will supervise the curriculum. 


NEW YORK 


Appoint Head of Mental Health Commission. — Dr. 
Ernest M. Gruenberg, research fellow in the departments of 
psychiatry and mental hygiene and public health at the Yale 
University School of Medicine, New Haven, Conn., has been 
appointed executive secretary of the New York State Mental 
Health Commission. This commission was created by the legisla- 
ture in 1949 to “initiate, formulate and execute a master plan” 
for the promotion of mental health on the community level. 
Dr. Gruenberg is a graduate of Johns Hopkins University 
School of Medicine, Baltimore (1941). He has been a fellow 
in mental health under the U. S. Public Health Service and 
consultant in mental health for the Milbank Memorial Fund. 


New York City 


Cornell Alumni Day.—Cornell University Medical College 
will hold its annual Alumni Day on March 23. The second 
annual award to an alumnus for outstanding contributions to 
medicine will be conferred on Dr. David P. Barr, professor of 
medicine at Cornell, at the conclusion of a scientific program. 
The speakers will be Dr. Armand J. Quick, Milwaukee, “A New 
Concept of Venous Thrombosis”; Dr. Paul F. Russell, New 
York, “International Preventive Medicine,” and Dr. Harry M. 
Rose, New York, “Studies on the Inhibition of Influenza Virus 
by Secretions of the Human Respiratory Tract.” The scientific 
program will also include operating clinics, the presentation of 

apers by the staff of the Second (Cornell) Division at Bellevue 
ospital and an exhibit covering research work at the New 
York Hospital-Cornell Medical Center. 

Friday Afternoon Lectures.—The remaining lectures of 
the Friday Afternoon Lecture Series, begun November 4 and 
= at the New York Academy of Medicine at 4:30 p.m., is as 

ws: 

March 3, Ralph R. Tompsett, New York, Therapeutic Effects of Anti- 

microbial Agents. 

March 10, Jeff Davis, New York, Antihistamines in Allergic and Non- 

allergic Dermatoses. 

March 24, William Goldring, New York, Treatment of Nephritis. 

—_ 31, George L. Kauer Jr., New York, Hemolysis as a Cause of 

nema. 

April 14, William E. Studdiford Jr., New York, Indications for Thera- 

peutic Abortion. 

April 21, Howard W. Potter, New York, Problem of Anxiety in the 

Practice of Medicine. 
a? ~ Nd Dolger, New York, Vascular Complications of Diabetes 
ellitus, 

Brookhaven Opens Two Medical Laboratories.—Brook- 
haven National Laboratory, atomic research center at Upton, 
Long Island, announces the opening of two new research labora- 
tories in the medical department, one for the Division of Bac- 
teriology and Virology and one for the Division of Pathology. 
Dr. William M. Hale, who will head the Division of Bacteri- 
ology and Virology, is bacteriologist jn chief of the Brookhaven 
National Laboratories. He was formerly professor and head 
of the department of bacteriology of the College of Medi- 
cine at the State University of lowa in Iowa City. Dr. Sidney 
C. Madden is head of the Division of Pathology and pathologist- 
in-chief of the Brookhaven hospital. He was formerly pro- 
fessor and chairman of the department of pathology at the 
Emory University School of Medicine, Atlanta, Ga. 

Dr. John F. Mahoney Appointed Health Commissioner. 
—Dr. John F. Mahoney, former director of the Venereal Dis- 
ease Research Laboratory of the U. S. Public Health Service, 
has been appointed commissioner of health, succeeding Dr. Harry 
S. Mustard, who resigned to become executive director of the 
State Charities Aid Association. Dr. Mahoney was appointed 
director of the Bureau of Laboratories of the New York City 
Department of Health December 27 (Tue Journat, January 
28, p. 268). He is a graduate of Milwaukee University and 
Marquette University School of Medicine. He spent four years 
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with the Public Health Service in Haiti, Ireland, England and 
Germany as technical adviser to the U. S. Foreign Service. 
On his return to the United States he was appointed clinical 
director and executive officer of the United States Marine Hos- 
pital on Staten Island. For his work on penicillin in the treat- 
ment of syphilis he was given the Lasker award in 1946. Dr. 
Mahoney is chairman of the Committee on Experts on Venereal 
Diseases of the World Health Organization. He has served as 
associate professor in clinical syphilology and dermatology, 
New York University, and lecturer in dermatology at Columbia 


University. 
NORTH CAROLINA 


Personal.—The Bowman Gray School of Medicine of Wake 
Forest College, Winston-Salem, has announced the following 
appointments: Dr. R. Winston Roberts Jr., who has held the 
position of instructor in ophthalmology, was made assistant pro- 
fessor of surgery in charge of ophthalmology. Marjorie A. 
Swanson, Ph.D., has been promoted from the position of instruc- 
tor to that of assistant professor of biochemistry. 

Hospital Construction Program.— The North Carolina 
Medical Care Commission reports that it has approved sixty-eight 
separate hospital construction projects in the last two and one- 
half years. Two hospitals have been completed and are receiv- 
ing patients, one of 42 beds in Ahoskie and one of 20 beds in 
Belhaven; a 22 bed nurses home at Ahoskie is also finished, all 
three being located in counties in eastern North Carolina hereto- 
fore without hospital facilities. Ten of the sixty-eight projects 
are at least 75 per cent complete. Thirty-nine were approved 
during the past year. Thirty-three represent new construction 
and ten are expansions of present hospitals; forty-three are 
local general hospitals, eleven of which have 100 beds or more; 
fourteen are nurses homes, four are health centers and seven are 
buildings for state-owned hospitals. These approved projects 
will provide North Carolinians with 3,134 new beds for patients 
and 1,048 new beds for nurses and the four health centers at an 
estimated cost of $33,127,954 in federal, state and local funds. 
The federal allocation of funds to North Carolina was increased 
to $6,414,042 a year on Oct. 25, 1949. The federal share of cost 
of approved projects subsequently was increased from 33% 
per cent to 44 per cent, enabling the commission to enlarge its 
program from $10,000,000 to $15,000,000 per year. In addition 
to the commission’s hospital construction program, the state 
legislature in 1947 and 1949 appropriated $31,744,251 directly for 
the building and expansion of state-owned hospitals. 


OHIO 


Academy Journal Becomes Bulletin.—With the January 
issue the Cincinnati Journal of Medicine changed to a bulletin 
of the academy of medicine. The journal completed 30 years 
of publication. 

Open New Hospital.—Springfield’s new Mercy Hospital 
containing 319 beds and 60 bassinets was opened in January. 
The citizens of Springfield and Clark County contributed more 
than $1,500,000. Sections of the hospital are being opened 
gradually due to lack of trained nursing personnel. When the 
hospital is in full operation, the personnel are expected to 
number 450. All members of the Clark County Medical Society 
are reported to be on the medical staff. The hospital is operated 
by the Sisters of Mercy. a 

Personals.—Dr. John A. Mooney, for many years a practi- 
tioner of medicine in Kenton, has accepted an appointment as 
a civilian physician with the U. S. Army in Japan——Dr. 
Hilding R. Johanson of Kenton has been named coroner of 
Harding County to succeed Dr. Mooney in that position-—— 
Dr. George M. Curtis, chairman of the department of research 
surgery at Ohio State University College of Medicine, Columbus, 
and Bernard V. Christensen, Ph.D., dean of the college of 

harmacy, received the 1950 recognition awards presented by the 
Poctecional Inter-Fraternity Council February 15 at the uni- 
versity. The council yearly selects two persons “who have made 
marked contributions to their fields and have brought honor 
to their fraternities.” 
OREGON 


Ophthalmology and Otolaryngology Meeting.—The 
Oregon Academy of Ophthalmology and Otolaryngology will 
hold its annual spring convention in Portland March 19-24, 
Otolaryngology lectures and demonstrations will be given Mon- 
day, Tuesday and Wednesday morning, and the remaining time 
will be devoted to the subject of ophthalmology. The fee for 
each program is $50, for both $75. Guest speakers will be: 
Dr. John R. Lindsay, University of Chicago School of Medi- 
cine; Dr. Gordon D. Hoople, Syracuse (N. Y.) University Col- 
lege of Medicine; Dr. Paul A. Chandler, Harvard Medical 


School, Boston, and Dr. Michael Hogan, University of Cajj. 
fornia Medical School, San Francisco. The first annual John 
E. Weeks Memorial Lecture in Ophthalmology will be given 
by Dr. Chandler Thursday evening. 


PENNSYLVANIA 


Course in Diseases of Chest.—This course, sponsored by 
the American College of Chest Physicians, Pennsylvania Chapter 
and the Laennec Society of Philadelphia, will be presented at 
the Warwick Hotel in Philadelphia April 10-14. It will empha- 
size recent developments in the diagnosis and treatment of 
chest diseases. The tuition fee is $50. Applications, which will 
be accepted in the order in which they are received, should be 
sent to the American College ot Chest Physicians, 500 North 
Dearborn Street, Chicago 10. 


Philadelphia 


Training in Tuberculosis.—The Rush Hospital for Con- 
sumption and Allied Diseases has established a closer teaching 
affiliation with the University of Pennsylvania. The residents in 
medicine of the University of Pennsylvania Hospital will haye 
a rotating service at Rush to receive training in tuberculosis. 


Fellowship in Nutrition.—Philadelphia General Hospital 
announces the establishment of a one year Fellowship in Nutrj- 
tion sponsored by Swift and Company. The purpose of the 
fellowship is to study protein metabolism in relation to antibody 
response in collaboration with the nutrition project and nutrition 
= at the hospital under the direction of Dr. Michael G. 

Honor Dr. Piersol.—Three hundred friends paid tribute to 
Dr. George M. Piersol at a testimonial dinner at the Union 
League on February 2. A physician for more than fifty years, 
he is professor of medicine, University of Pennsylvania Gradu- 
ate School of Medicine, professor of physical medicine and 
director of the Center for Instruction and Research in Physical 
Medicine at the University of Pennsylvania and active con- 
sultant in medicine at Philadelphia General Hospital. Among 
other positions he has been president of the American College 
of Physicians and of the Philadelphia County Medical Society. 
Portraits of Dr. Piersol were unveiled at the dinner, one 
being presented to the University of Pennsylvania and the 
other to Mrs. Piersol. 

Centenary of Woman’s Medical College.—March 11 will 
mark the hundredth anniversary of the founding of the Woman's 
Medical College of Pennsylvania. The Founders’ Day Dinner 
will be held March 10; Centennial Commencement will take 
place June 15, and a Convocation is scheduled for October 13-14. 
Other events include the Kate Hurd Mead Fund Lectures on 
History of Medicine to be held at the Philadelphia College of 
Physicians. The first was delivered January 13 by Dr. O. H. 
Perry Pepper, professor of medicine, University of Pennsylvania 
School of Medicine, on “Medical History in Medical Words” 
and the second February 13 by Dr. Walter R. Bett, London, 
England, on “The Pathology of Genius.” Another will be given 
on April 14 by Richard H. Shryock, Ph.D., the William H. 
Welch professor of the history of medicine at Johns Hopkins 
University, Baltimore, on “Women in American Medicine.” 


TENNESSEE 


Dr. Poe Heads Department of Anesthesiology. — Dr. 
Mary Frances Poe, ae. staff member and director of 
anesthesiology at Passavant Hospital, Chicago, and associate 
in the Division of Surgery at Northwestern University, Chicago, 
has been appointed assistant professor and head of the depart 
ment of anesthesiology at the University of Tennessee College 
of Medicine, Memphis. Dr. Poe received her Doctor of Medicine 
degree from the University of Tennessee College of Medicine 
in 1940 and took a two year residency at Hartford Hospital m 
Hartford, Conn., specializing in anesthesiology. 


TEXAS 


Dr. Johnson Heads Obstetrics Department.—Dr. Herman 
W. Johnson, Houston, has been appointed the first full time 
rofessor and chairman of the department of obstetrics, Baylor 
niversity College of Medicine, Houston. He is a graduate of 
the University of Buffalo (N. Y.) School of Medicine (1905) 
and has practiced in Houston since World War I. 
Seminars in Physiology.—Howard J. Curtis, Ph.D. pro 
fessor and head of the department of physiology at Vandi of 


University School of Medicine, Nashville, will give a os 


special seminars at the University of Texas Medical 
March 25-26. His subjects will be “Conduction in Nerve 
Muscle” and “The Biologic Effects of Nuclear Radiations. 
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Faculty Appointments.—Recent appointments at the Uni- 
yersity of Texas Medical Branch, Galveston, include Kenneth 
P. McConnell, Ph.D., as assistant professor of biochemistry and 
nutrition, Dr. Mabel G. Wilkin as clinical associate professor 
of psychiatry and Dr. Ira J. Jackson as instructor in neuro- 
surgery. Dr. McConnell will be in charge of isotope studies 
at the Medical Branch, where a special laboratory is being 
equipped for his work. Dr. E. Ivan Bruce Jr., Galveston, has 
been appointed assistant administrator of the Galveston State 


hopathic Hospital. 


Annual Gill Memorial Hospital Congress.—Gill Memorial 
Eye, Ear and Throat Hospital will present its twenty-third 
annual Spring Congress in ophthalmology, otology, rhinology, 
laryngology, taciomaxillary surgery, bronchoscopy and esopha- 
goscopy April 3-8 in Roanoke, Va., at the Patrick Henry Hotel. 
The class will be divided into groups for study and examination 
of patients and ward rounds. Operations and clinical demon- 
strations will be given at the hotel. Guests of honor include: 
Sir Alexander Fleming, London, England; Dr. Charles W. 
Mayo, Kochester, Minn.; Dr. Conrad Berens, New York; Dr. 
Arthur J. Bedell, Albany, N. Y.; Dr. Edmund B. Spaeth, and 
Dr. Gabriel Tucker, both of Philadelphia. The matriculation 
fee, which is required in order to defray expenses of conducting 
the program, will be $75. For those registering for one half 
of the program the fee will be $40. 


WISCONSIN 


Course in Gastroenterology.—The University of Wisconsin 
Medical School, Madison, will give a course in gastroenterology 
March 27-31. There will be lectures, demonstrations, clinics 
and discussions. Dr. Karver L. Puestow of the Department of 
Internal Medicine is in charge. The registration fee is $25. 
For information address Robert C. Parkin, M.D., coordinator 
of graduate medical education, 418 North Randall Avenue, 


Madison 6. 
GENERAL 


Society Elections.—The Society of American Bacteriolo- 

ists has elected as officers for 1950 Barnett Cohen, Ph.D., 
Johns Hopkins University School of Medicine, Baltimore, 
president, and John E. Blair, Hospital for Joint Diseases, New 
York, secretary-treasurer. 

Pediatrics Meeting.—Pediatricians from the eastern part 
of the United States will convene in Philadelphia at the Belle- 
vue-Strat'ord Hotel March 30 for the area meeting of the 
American Academy of Pediatrics. They will discuss new treat- 
ments for physical and mental child health. Dr. Philip Barba 
of Philalelphia is chairman of the meeting. 

Magazines Combined.— The Digest of Treatment and 
American Practitioner were combined in January and are 
appearing as one enlarged publication under the title American 
Practitioner and Digest of Treatment. The personnel and indi- 
viduality of both editorial boards will be maintained, and edi- 
torially they will continue to function as independent units. The 
subscription price for the new journal is $10. The American 
Practitioncr is in its fourth year of publication and the Digest 
of Medicine is in its thirteenth year. 

Prize for Essay on Physiopathology.—An international 
competition for an original and unpublished article dealing with 
physiopathology, clinical history and therapy of rheumatic and 
arthritic diseases has announced by the Azienda Autonoma 
of the Health Resort of Acqui, Piemonte, Italy. The prize 
of 1,000,000 Italian lire will be awarded for the best article. 
Papers may be written in Italian, French, English, Spanish and 
verman. Competition closes December 31, 1950. For further 
—* apply to the Azienda Autonoma Di Cura Acqui, 

te, Italy, 

_Course in Endocrinology and Diabetology.—The Asso- 
ciation for the Study of Internal Secretions will present a 
course of postgraduate studies in endocrinology and diabetology 
April 3-8 at the Roney-Plaza Hotel, Miami Beach, Fla. Faculty, 

from various scientific centers throughout the United 
States and Canada, will present lectures, clinics and demonstra- 
tions. The registration fee of $75, payable to the Association 
for the Study of Internal Secretions, should be forwarded to 
Henry H. Turner, M.D., Secretary-Treasurer, 1200 N. Walker 
Oklahoma = 3, before March 3. Hotel reservations 

_be made directly. 

Assistant Director-General Retires.—The retirement of 
qmnd Gautier of Switzerland, assistant director-general of 

© World Health Organization, was announced January 31. 

or-General Brock Chisholm cited Dr. Gautier for his 

H urable contribution to the development of the World 
talth Organization.” Dr. Gautier has accepted the post of 
research director of the new International Children’s Center in 
Paris. He was born in Geneva in 1885 and received his M.D. 


MEDICAL 


pose 


NEWS 579 


degree from Basel University, Switzerland. For twenty years 
he was associated with the League of Nations health organiza- 
tion and later served as director of the Geneva office of the 
WHO Interim Commission. 

Health Information Foundation.—This new foundation, 
financially supported by drug, pharmaceutical and allied indus- 
trial firms, has been organized to “encourage the mass distribu- 
tion of all health facilities. One of the foundation’s first projects 
will be an inventory of available factual data on the nation’s 
health facilities in relation to population and its distribution. 
According to John G. Searle, Chicago, chairman of the board 
of the new foundation, the term health facilities includes all 
factors in a medical care program for any locality. Admiral 
William H. P. Blandy, recently retired from the Navy after 
forty years of service, has accepted the presidency of the 
foundation, headquarters of which is in New York. 


Fellowships in Public Health.—The National Foundation 
for Infantile Paralysis is offering fellowships to physicians for 
one academic year of study leading to a Master of Public Health 
degree at a school of public health approved by the American 
Public Health Association. Eligibility requirements include 
United States citizenship, graduation from a class A school of 
medicine, completion of an internship, license to practice medi- 
cine in one or more states and good health. Financial benefits 
will be arranged according to individual needs. Candidates 
will be selected competitively by the Committee on Fellowships 
in Public Health. In accepting a fellowship each recipient 
must agree to work as a public health officer in a state or local 
health department in the United States or its territories for at 
least two years. Information may be obtained from Profes- 
sional Education Division, the National Foundation for Infan- 
tile Paralysis, 120 Broadway, New York 5. 

Mississippi Valley Essay Contest.—The Mississippi 
Valley Medical Society is offering a cash prize of $100, a gold 
medal and a certificate of award for the best unpublished essay 
on any subject of general medical interest, including medical 
economics and education, and of practical value to the general 
practitioner of medicine. Contestants must be members of the 
American Medical Association who are residents and citizens 
of the United States. The winner will be invited to present 
his contribution before the fifteenth annual meeting of the society 
in Springfield, Ill, September 27-29, the society reserving 
the exclusive right to first publish the essay in the Missis- 
sippi Valley Medical Journal. Contributions shall be type- 
written in English, submitted in five copies, shall not exceed 
5,000 words and must be received not later than May 1. For 
details address Harold Swanberg, M.D., Secretary, ena | 
Valley Medical Society, 209-224 W. C. U. Building, Quincy, II. 

Winners of Schering Awards.—Isaac Lewin, senior student 
at the University of Pennsylvania School of Medicine, Phila- 
delphia, is recipient of the Schering Award for 1949. He 
received the first prize of $1,000 for” his paper on “The 
Metabolic Effects of the Steroid Hormones.” Co-authors B. 
Cuthbert Arthur and Ira E. Bailie, both third year students, 
College of Medical Evangelists, Loma Linda-Los Angeles, Calif., 
were awarded the second prize of $500. Mortimer B. Lipsett, 
third year student at the University of Southern California 
School of Medicine, Los Angeles, and Dr. Lester Rice (a senior 
at Temple University School of Medicine, Philadelphia, when 
enrolled in the competition and now an intern at Michael Reese 
Hospital, Chicago), were tied for third place and were awarded 
duplicate prizes of $300 each by the judges. Twenty-four con- 
testants who were given honorable mention will each receive 
as a special award a Tycos sphygomomanometer in a leather 
case. “Clinical Use of Steroid Hormones in Cancer” is the 
subject of the Schering Award for 1950, conducted annually 
for students in the medical schools of the United States and 
Canada. Sponsor of the award is the Schering ration of 
Bloomfield, N. J. 

Training for Counselors of the Handicapped.—A train- 
ing course for employment and placement counselors working 
with the cerebral palsied and other severely handicapped workers 
will be held in New York May 22 to June 16 under the sponsor- 
ship of the Alpha Gamma Delta International Women’s Frater- 
nity and the National Society of Crippled Children and Adults. 
These organizations will grant a number of fellowships of $300 
each, including tuition and maintenance, to qualified counselors 
and placement workers in the field. The program will be given 
at the Institute of Rehabilitation and Physical Medicine of the 
New York University-Bellevue Medical Center. Six hours of 
— credit in education will be ted by the university. 

New York training program is third such course fo be 
offered under the joint sponsorship of these groups. Its pur- 

is to public and private agencies to increase 
their services for handicapped. 
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private and public agencies, as well as those from schools and 
industry, will be selected for fellowships according to their 
qualifications and the contribution they can make in counseling 
and placement work. Those receiving training will return to 
their respective places of employment. Persons wishing to 
receive a fellowship must apply by March 20. Information may 
be obtained from the National Personnel Registry and Employ- 
ment Service of the National Society for Crippled Children and 
Adults, 11 South LaSalle Street, Chicago 3. 

Southeastern Surgical Congress. — The Postgraduate 
Assembly of the Southeastern Surgical Congress will be held 
at the Shoreham Hotel, Washington, D. C.. March 6-9 under 
the presidency of Dr. Robert J. Wilkinson, Huntington, W. Va. 
Speakers from outside the region include: 

William L. Valk, Kansas City, Segmental Renal Functions Studies in 

Surgical Patients. 

Raymond W. McNealy, Chicago, Management of Carotid Body Tumors. 

William C. White, New York, Radical Operation for Cancer of Breast 

and Local Skin Recurrence. 

Elmer Hess, Erie, Pa., The Medical Profession and the Hospitals. 

Cpetes R. Rountree, Oklahoma City, Use of Bone Bank Bone in Bone 

urgery. 

Gabpiet Tucker, Philadelphia, Diagnosis and Treatment of Carcinoma 

of Larynx. 

Hays R. Yandell, Tulsa, Okla., Treatment of Extensive Burns. 

Frederick H. Falls, Chicago, Management of Ectopic Pregnancy. 

Richard B. Cattell, Boston, Management of Hyperthyroidism. 

Conse a Pack, New York, Treatment of Cancers of Esophagus and 

Stomach. 

The C. Jeff Miller Lectureship will be presented by Dr. Lucien 
A. LeDoux, New Orleans, on “C. Jeff Miller; His Teachings 
in the Management of Uterine Fibroids.” At the Convocation 
Wednesday evening Dr. George F. Lull, Secretary and General 
Manager of the American Medical Association, Chicago, will 
speak on “The Doctor's Responsibility in View of the Changing 
Times.” The banquet will be held Tuesday at 8 p. m. 

American Association of Medical Clinics.—On Dec. 5, 
1949 in Washington, D. C., forty private medical clinics 
throughout the United States and Puerto Rico organized the 
American Association of Medical Clinics. The constitution of 
this association gives the following purposes of the organiza- 
tion: (1) to elevate the standard of practice in medical clinics; 
(2) to foster and improve graduate medical education in 
clinics; (3) to promote medical research in clinics, and (4) to 
give mutual help by the interchange of ideas and experiences 
of member clinics. Any group of seven or more full time staff 
physicians maintaining a private organization for provision of 
general medical care of high quality according to the Principles 
of Ethics of the American Medical Association shall be eligible 
for membership. Such clinic shall have on its full time staff 
at least five physicians in different major specialties, two of 
which shall be internal medicine and general surgery. The 
first annual meeting of the association will be held immediately 
prior to the next interim session of the American Medical 
Association. All clinics approved for membership up to and 
including that meeting will be designated charter members. 
One of the prime objectives of the association being the fur- 
therance of graduate training in private medical clinics, the 
association plans to employ the services of an authority on 
graduate medical education whose duty it will be to assist mem- 
ber clinics in the development of such programs. The officers of 
the association are Drs. Wallace M. Yater, president, Yater 
Clinic, Washington, D. C.; Clair L. Stealy, vice president, Rees- 
Stealy Clinic, San Diego, Calif., and Arthur H. Griep, secretary- 
treasurer, Welborn Clinic, Evansville, Ind. Information regard- 
ing the association may be obtained by writing any of these 


cers. 
LATIN AMERICA 


Venezuela Society of Surgeons.— The Sociedad Vene- 
zolana de Cirugia Ortopedica y Traumatologia, a scientific 
organization composed mainly of Venezuelan orthopedic sur- 
geons, was recently organized in Caracas to promote training 
in orthopedic surgery and to establish scientific relations with 
medical organizations, particularly of North and South America. 
Chairman of the board of directors is Dr. A. Gutierrez Solis, 
and the executive secretary is Dr. Jorge Figarella, 
Venezuela. 

Course in Phthisiology.—The Faculty of Medicine of Mon- 
tevideo, Institute of Phthisio’ and Phthisiologic Clinic, is 
offering a series of graduate es. Prof. Fernando D. 
Gomez is director of the course scheduled for March 20-25. 
Among the subjects to be discussed are streptomycin resistance, 
postpneumothorax radiology, thorax surgery, pulmonary metas- 
tasis of chorioepithelioma, bronchiectatic radiology, bronchoscopy, 
BCG vaccination and social phthisiology. For details write to 
Secretaria del Instituto, Hospital Fermin Ferreira, Avenue 
Larranga 1380, Montevideo, Uruguay. 


FOREIGN 


Prize for Therapeutic Effect of X-Ray.—A Dayid 
Anderson-Berry Silver-Gilt Medal, together with a sum of 
money amounting to about £100, will be awarded during 1959 
by the Royal Society of Edinburgh to the person who, in the 
opinion of the council, has recently produced the best work 
on the therapeutic effect of roentgen rays on human diseases. 
Applications are invited. They may be based on both published 
and unpublished work and should be accompanied with copies 
of the relevant papers. Applications must be in the hands of 
the General Secretary, Royal Society of Edinburgh, 22 George 
Street, Edinburgh 2, not later than March 31. 

International Symposium on Use of Chloramphenicol.— 
The Italian Center Studies on Antibiotics, of which Prof. 
Alexander Fleming is honorary president, announces that an 
international meeting on the properties and the use of chloram- 
phenicol with special regard to typhoid and brucellosis will 
be held in Milan, Italy, during the Second Italian Congress 
on Antibiotics, June 3-5. Research workers and physicians from 
Europe and the United States will participate. The summaries 
of the reports to be presented at this meeting should be sent 
before March 31 to the Centro Informazioni e Studi Sugli 
Antibiotic, Via Francesco Sforza, 38, Milano. 

Hospitals in Japan.—According to the Public Health and 
Welfare Section, General Headquarters, Supreme Commander 
for the Allied Powers, the average number of hospitals oper- 
ating in Japan during November was 3,121, the average number 
of tuberculosis sanatoriums was 294. The number of mental 
hospitals was 122 and of leprosariums was 13. The average num- 
ber of general hospitals was 2,692. 

In Noverhber the average bed capacity of all Japanese hos- 
pitals was 252,536. The average daily bed capacity of sana- 
toriums was 55,498, and the total number of beds available for 
tuberculosis patients, including those in general hospitals, was 
80,832. The November bed capacity of mental hospitals was 
15,786, and the total number of beds available for mental 
patients, including those in general hospitals, was 17,518. 

The average number of visitors to outpatient clinics dropped 
for the third consecutive month, from 297,520 in October to 
283,452 in November, a decline of 5 per cent. For tubercu- 
losis sanatoriums the decrease amounted to 11 per cent, from 
4,201 to 3,729. In mental hospitals the average daily out- 
patient load decreased from 407 to 398, and in leprosariums 
from 15 to 7. The average daily bed-occupancy ratio was 65.9. 


Deaths in Other Countries 
Dr. W. Fulton Gillespie, prominent Canadian surgeon and 
in 1947 president of the Royal College of Physicians and Sur- 
geons of Canada, died in Edmonton, Alberta, Conde, December 


3, aged 57. 


CORRECTION 


Dr. George P. Denny.—In the Veterans Administration sec- 
tion of Tue Journat, Dec. 3, 1949, page 1001, the middle initial 
in the first personal item should have been P. instead of T. 
The proper name is Dr. George Parkman Denny. 


Marriages 


Cuartes B. Preacuer Jr., State Park, S. C., to Miss Ava 
= Moore of Fort re Ala., in Sumter, S. C., Decem- 

Joun P. Carter, Washington, D. C., to Miss Mary Victor 
Blanchard of Wallace, N. C., December 3. 

Davin TuorNTON Oneonta, N. Y., to Miss Nancy 
Bell Bickford of Rochester December 10. 

Rozert Bruce JoHNsON to Miss Norma Isobel Kinloch, both 
of Portland, Ore., November 13. 

Evucene D. Finke, San Francisco, to Miss Margaret M. Yin 
of Berkeley, Calif., December 9. 

Wixrietp StryKer, White Plains, N. Y., to Miss Lynda Ruth 
Dewey of Albany, January 1. 

Grorce MANsTEIN to Miss Marial Louise Boyar, both of 
Philadelphia, January 21. 

Ratpu A. Luce to Miss Ruth V. Bartlett, both of Lowell 
Mass., January 15. 

Ricarp H. Bett, Seattle, to Miss Gwendolyn Hess of Chi- 
cago, recently. 
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William Joseph Condon, Susquehanna, Pa.; University 
Deaths and ee ee Medical College, 1902; member of the 


Florence Elizabeth Kraker ® Media, Pa.; born in Brook- 
June 5, 1877; Woman’s Medical College of Pennsylvania, 
Se iadelphia, 1905; taught obstetrics and gynecology at her alma 
mater from 1906 to 1922, when she went to Shanghai, China, 
where she organized the department of obstetrics and gynecology 
and was professor at the Woman's Christian Medical College ; 
reorganized the department of obstetrics in the Margaret Wil- 
liamson Hospital in Shanghai; returned a year later to become 
associate director of the division of maternal and infant hygiene 
in the U. S. Children’s Bureau; served at various times as out 
practice consultant at Philadelphia Lying-in Charity Hospital, 
assistant in pediatrics and chief of the pediatric clinic at 
Woman's Hospital, assistant in the gynecologic clinic of Poly- 
dinic Hospital, physician to the Hope Day Nursery and to t 
Sheltering Arms, all in Philadelphia; physician to the County 
Home, Lima, from 1927 to 1936 and since 1930 physician to the 
Sleighton Farm School for Girls in Darlington; died in Pres- 
byterian Hospital, Philadelphia, January 3, aged 72. 

Wayland Augustus Morrison @ Los Angeles; born in 
Los Angeles Jan. 15, 1888; Harvard Medical School, Bost 
1914; formerly associate professor of surgery at the College o 
Medical Evangelists; member of the Western Surgical Associa- 
tion, American Association for the Surgery of Trauma, Amer- 
ican Association of Industrial Physicians and Surgeons and the 
Pacific Coast Surgical Association, of which he had been presi- 
dent; fellow of the American College of Surgeons; member of 
the founders group of American Board of Surgery; during 
World \War I served with Base Hospital 55; discharged in 1919 
with the rank of major; commander in the medical corps of the 
U. S. Naval Reserve, not on active duty; for many years chief 
surgeon on the Santa Fe Coast Line Hospital staff; in 1947 
was appointed to the newly created position of medical director 
of the Santa Fe Railway; chief surgeon of the Union Oil Com- 
pany; affiliated with the Hospital of the Good Samaritan and 
St. Vincent’s Hospital, where he died January 5, aged 61. 

Frederick Salamon Adler, New York; Hessische Ludwigs- 
Universitat Medizinische Fakultat, Giessen, Hesse, Germany, 
1919; member of the American Medical Association ; affiliated 
with Mount Sinai Hospital; died January 7, aged 61, of coronary 
ceclusion. 

Joseph Sylvester Baldwin, Brooklyn; Cornell University 
Medical College, New York, 1913; member of the American 
Medical Association; chief surgeon for the police department ; 
afiliated with the Hospital of the Holy Family; consultant at 
7: Greenpoint Hospital; died January 8, aged 61, of heart 

se. 


Ford A. Barnes ® Thayer, Mo.; University of Louisville 
(Ky.) Medical Department, 1910; city physician; chief surgeon 
for the Frisco Railroad at Thayer; died Seendher 10, aged 65, 
of heart disease. 

A. L. Benedict, Buffalo; University of Buffalo School of 
Medicine, 1888; University of Pennsylvania Department of 
Medicine, Philadelphia, 1889; member of the American Medical 

jation; at one time on the faculty of his alma mater; 
served during World War I; fellow of the American College 
of Physicians ; author of “Handbook of Dietetics”; died January 
l4, aged 84, of acute coronary heart disease. 

Wilfred Arthur Brosseau, North Adams, Mass.; School 
of Medicine and Surgery of Montreal, Faculty of Medicine of 
the University of Laval at Montreal, Que., Canada, 1896; died 
in Delmar, N. Y., December 29, aged 78. 

Fletcher Locke Brown, Jacksonville, Fla.; North Carolina 
Medical College, Charlotte, 1909; died December 29, aged 64, 


of coronary thrombosis. 
Walter W. Bro Hardy, Ark.; Kansas City (Mo.) Col- 
of Medicine and Surgery, 1922; member of the American 
Association; formerly coroner for Sharp County; 
served overseas during World War I; died in State Hospital, 
Little — December 13, aged 61, of diabetes mellitus and 
nephritis. 

Samuel Vincent Burley ® Lorain, Ohio; Medical College 
of Ohio, Cincinnati, 1897; for many years president of the school 
; on the staff of St. Joseph’s Hospital; died December 23, 

“4 4, of carcinoma. 
ichard Alden Caldwell, Aspinwall, Pa.; Hahnemann 
Medical College and Hospital of Philadelphia, 1938; member of 
W American Medical Association; served during World 
a Il; died in Mercer Cottage Hospital, Mercer, December 


» aged 37, of injuries received in an automobile 


@ Indicates Fellow of the American Medical Association. 


American Medical Association; surgeon for the Erie Railroad 
for many years; member of the board of directors of the First 
National Bank, of which he had been president; died Jan- 
uary 3, aged 73, of cerebral hemorrhage. 

Clarence Tyler Cox, Hollow Rock, Tenn.; St. Louis 
College of Physicians and Surgeons, 1920; member of the 
American Medical Association; died December 22, aged 62, of 
cerebral hemorrhage. 

George Leslie Dailey ® Chicago; University of Illinois 
College of Medicine, Chicago, 1915; served during World 
War I; affiliated with Henrotin Hospital and Augustana Hos- 
pital, where he died January 17, aged 61, of acute coronary 
occlusion. 

Fessenden Lorenzo Day ® Bridgeport, Conn.; Bellevue 
Hospital Medical College, New York, 1893; member of the 
American Academy of Pediatrics; served on the staff of 
Bridgeport Hospital; died in Fairfield January 4, aged 81, of 
carcinoma of the bladder. 

Joseph Henry Doyle, Little Chute, Wis.; Wisconsin Col- 
lege of Physicians and Surgeons, Milwaukee, 1897; past presi- 
dent of the Outagamie County Medical Society; member of the 
American Medical Association; for many years president of 
the village school board and director of the bank; affiliated 
with St. Elizabeth Hospital, Appleton; died in Appleton Jan- 
uary 5, aged 79, of cerebral hemorrhage. 

Donald Wayne Dykstra, Little Rock, Ark.; University of 
Arkansas School of Medicine, Little Rock, 1936; member ot the 
American Medical Association; city health officer of North 
Little Rock; served as health officer in Conway County and 
later was district officer with the Arkansas State Board of 
Health for Northwest Arkansas; killed instantly at Kirks- 
ville, Mo., December 31, aged 42, in an airplane crash. 

Samuel B. Ellis, Pitts, Ga.; Southern College of Medicine 
and Surgery, Atlanta, 1913; member of the American Medical 
Association; served as president of Wilcox County Medical 
Society; died recently, aged 64, of cancer. 

John Trevy Goff, Smithville, W. Va.; University of Mary- 
land School of Medicine and College of Physicians and Surgeons, 
Baltimore, 1924; died January 5, aged 56. 

William B. Hartsock, Indianapolis; H 
Medicine, Louisville, 1901; died December 
carcinoma of the left lung. 

Charles Andrew Hicks, Dartmouth, Mass.; University of 
Vermont College of Medicine, Burlington, 1882; formerly 
member of the board of health in Fall River and Westport; 
died December 28, aged 91, of valvular heart disease. 

Ernest Emil Holtzen © Smithton, Mo.; Barnes Medical 
College, St. Louis, 1901; member of the American Society of 
Anesthetists ; active member of the staff and chief of the depart- 
ment of anesthesia of the Bothwell Memorial Hospital in 
Sedalia, where he died December 22, aged 68, of coronary 
occlusion. 

Stanton Wren Howard ® Washington, D. C.; Georgetown 
University School of Medicine, Washington, 1903; formerly on 
the faculty of his alma mater; died in Garfield Memorial Hos- 
pital December 31, aged 69. 

James E. Hughes ®@ Indianapolis; Indiana Medical College, 
School of Medicine of Purdue University, Indianapolis, 1906; 
on the staffs of Methodist and St. Vincent's hospitals; died in 
Lafayette December 31, aged 71. 

Thomas Edgar Jarvis, Newton, Miss.; University of Nash- 
ville (Tenn.) Medical Department, 1908; died in Baptist Hos- 
pital, Jackson, December 26, aged 66. 

John Short Jenkins @ Pine Bluff, Ark.; University of 
Nashville (Tenn.) Medical Department, 1899; served during 
World War I; fellow of the American College of Surgeons; 
was presented a certificate of merit for continuous service in 
the cause of medicine and surgery by the University of Ten- 
nessee; orthopedist and from 1919 to 1949 surgeon to the 
crippled children Speman, Davis Hospital, where he died 
December 1, aged 75. 

John Kremer, Grand Rapids, Mich.; Rush Medical College, 
Chicago, 1902; member of the American Medical Association ; 
served on the staff of Butterworth Hospital, where he died 
January 2, aged 73, of coronary occlusion and diabetes mellitus. 

Mortimer Harry Lewis, New York; McGill University 
Faculty of Medicine, Montreal, Que., Canada, 1924; member of 
the American Medical Association; specialist certified the 
American Board of Oto orld 


ital College of 
, aged 71, of 


laryngology; served during 


War II; on the staff of Beth David Hospital; died in Mount 
Sinai Hospital January 10, aged 51, of Hodgkin’s disease. 
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August Van Orman Lindsay ® Midvale, Utah; St. Louis 
University School of Medicine, 1926; served during World 
War II; assistant clinical professor of surgery (otolaryngology) 
at the University of Utah School of Medicine in Salt Lake City, 
where he was on the staff of St. Mark’s Hospital; died Jan- 
uary 1, aged 49, of coronary occlusion. 

Austin Chalmer Lynn ®@ Philipsburg, Pa.; Medico-Chirur- 
gical College of Philadelphia, 1911; served during World War 
1; member of the International College of Surgeons; fellow of 
the American College of Surgeons; chief of staff of the Philips- 
ae State Hospital; died December 27, aged 61, of cardiac 
ailure. 

Herman Franklin McChesney, Forest Hills, N. Y.; 
Columbia University College of Physicians and Surgeons, New 
York, 1902; member of the American Medical Association; one 
of the founders of Adelphi Hospital in Brooklyn, of which he 
was medical director; died December 25, aged 76. 

William Hacker McKibben, Los Angeles; Medical College 
of Ohio, Cincinnati, 1891; died January 4, aged 80, of diabetes 
mellitus. 

James Harper McKnight, Sterling, Colo.; North Carolina 
Medical College, Charlotte, 1917; member of the American 
Medical Association; served during World War I; on the 
staffs of Good Samaritan and St. Benedict hospitals; died 
December 26, aged 55, when his shotgun was accidentally dis- 
charged while he was hunting. 

Roscoe Conklin Magill, New Hope, Pa.; Medico-Chirur- 
gical College of Philadelphia, 1906; served on the staffs of the 
Northeastern and Lankenau hospitals in Philadelphia; resigned 
in 1949 as superintendent of the Washington Crossing State 
Park; died January 4, aged 68. 

Eliza L. Manning, Kerrville, Texas (licensed in Arkansas 
in 1903); died January 3, aged 87, of cancer. 

Vincent Marcucci, Philadelphia; Medico-Chirurgical Col- 
lege of Philadelphia, 1915; member of the American Medical 
Association; served during World War I; on the staff of the 
Pennsylvania Hospital; died in the Methodist Episcopal Hos- 
pital January 8, aged 56, of cerebral hemorrhage. 

James S. Martin, Watertown, Conn.; Yale University 
Medical School, New Haven, 1905; member of the American 
Medical Association; fellow of the American College of Sur- 
geons; served on the staffs of the Waterbury (Conn.) and the 
New Haven (Conn.) hospitals; for many years physician for 
the Taft School; died January 7, aged 77, of arteriosclerotic 
heart disease. 

Joseph A. Murphy, Columbus, Ohio; Columbus Medical 
College, 1890; for many years county coroner; served on the 
staff of Mount Carmel Hospital; died December 11, aged 81, of 
heart disease. 

John Joseph Nowak @ Buffalo; University of Buffalo 
School of Medicine, 1917; specialist certified by the American 
Board of Otolaryngology; affiliated with the Hospital of the 
Sisters of Charity; died January 2, aged 56. 

Edward Oliver Parker, Greenwich, Conn.; Columbia Uni- 
versity College of Physicians and Surgeons, New York, 1890; 
died December 24, aged 81, of carcinoma of the left lung. 

Daniel Duane Parrish, East Syracuse, N. Y.; Albany 
(N. Y.) Medical College, 1901; died in Largo, Fla., Decem- 
ber 26, aged 80. 

Peter George Pitchios ® Chicago; Loyola University 
School of Medicine, Chicago, 1929; died in Columbus Hospital 
January 10, aged 49, of cerebral hemorrhage, hypertension and 
nephrosclerosis. 

Louis A. Prejean ® Scott, La.; University of Tennessee 
Medical Department, Nashville, 1903; past president of the 
Lafayette Parish Medical Society; served as mayor of Scott, 
parish coroner, president of the Bank of Scott and director of 
the Lafayette Bank and Trust Company ; affiliated with Charity 
Hospital in Lafayette and vice president of the Lafayette (La.) 
Sanitarium, where he died December 7, aged 71, of coronary 
thrombosis. 

George Rappeen Proctor ® Nampa, Idaho; Rush Medical 
College, Chicago, 1896; member of the House of Delegates of 
the American Medical Association 1926 through 1929; while a 
resident of Grandview served two terms in the Idaho state 
legislature as a senator from Owhyee County; formerly member 
of the Grandview city council and surgeon for the Union Pacific 
Railroad; died December 26, aged 80. 

Francis Edward Quigley, Rutland, Vt.; University of Ver- 
mont College of Medicine, Burlington, 1910; member of the 
American Society of Anesthetists and the American Medical 
Association; died December 31, aged 61, of Hodgkin's disease. 


John Hiram Quinn, Piedmont, Calif.; Rush Medical Co. 
lege, Chicago, 1880; died in Oakland December 5, aged 92, 

David Raisky ®@ New York; Universitat Bern Medizinische 
Fakultat, Switzerland, 1922; affiliated with Harlem and Lebanon 
hospitals ; died December 15, aged 58, of pulmonary infarct, 

Eldred Leslye Rawles, Sherard, Miss.; Memphis (Tenn.) 
Hospital Medical College, 1903; member of the American 
Medical Association; died December 31, aged 68. 

Howard Sydney Reiter ® McKeesport, Pa.; University of 
Pittsburgh School of Medicine, 1920; served in the medical 
corps of the U. S. Naval Reserve during World War II; at 
one time president of the staff of the Brownsville (Pa.) General 
Hospital ; died in the U. S. Naval Hospital, San Diego, Calif, 
January 13, aged 53, of myocardial infarction. 

John C. Roberts, Lemons, Mo.; Barnes Medical Co 
St. Louis, 1899; died December 21, aged 79, of heart disease. 

David Beach Robinson, Kansas City, Mo.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1998: 
member of the American Medical Association; served on the 
draft boards during World Wars I and II; surgeon for the 
Burlington Railroad; on the staff of Research Hospital; died 
January 3, aged 66, of rheumatic heart disease. 

Charles Leroy Rodgers, Minneapolis; University of Minne- 
sota College of Medicine and Surgery, Minneapolis, 1907; 
member ot the American Medical Association; died in the 
Minnesota Soldiers’ Home December 16, aged 67, of coronary 
sclerosis. 

Charles Tilden Rosson Sr., ® Hanford, Calif.; College of 
Physicians and Surgeons of San Francisco, 1903; on the staff 
of Kings County Hospital; died October 17, aged 72, of 
coronary occlusion. 

John Bayard Sherbon, Pottstown, Pa.; State University 
of lowa College of Medicine, Iowa City, 1904; member of the 
American Medical Association; on the staff of Pottstown Hos- 
pital ; died December 14, aged 73, of carcinoma of the colon. 

Alfred Quimby Shryock ® Loma Linda, Calif.; American 
Medical Missionary College, Battle Creek, Mich., and Chicago, 
1899; Associate Fellow of the American Medical Association; 
joined the faculty of the College of Medical Evangelists in 1910 
and served as professor of histology and embryology, head of 
the department of anatomy, dean, secretary of the iaculty and 
member of the board of trustees; died January 3, aged 78, of 
cerebral thrombosis. 

Clarence Ward Shull, Glenwood Springs, Colo. ; University 
of Colorado School of Medicine, Denver, 1935; member of the 
American Medical Association; served during World War Il; 
died November 11, aged 51, of coronary thrombosis. 

Lawrence Montgomery Stanton, New York; College of 
Physicians and Surgeons, medical department of Columbia 
College, New York, 1886; served on the staff of the Flower and 
Fifth Avenue Hospitals; died January 6, aged 87, of cerebral 
hemorrhage. 

Alvah Stone ® Roanoke, Va.; Louisville (Ky.) Medical 
College, 1891; affiliated with the Memorial and Crippled Chil- 
dren’s Hospital; died December 24, aged 80, of coronary 
thrombosis. 

W. Moore Thompson, Chicago; Chicago College of Medi- 
cine and Surgery, 1909; served during World War I; died 
December 4, aged 75, of coronary occlusion. 

James H. Thurman, Oklahoma City; St. Louis College of 
Physicians and Surgeons, 1900; died December 15, aged 8, 
of cerebral arteriosclerosis. 

Raymond Stanton Titus ® Brookline, Mass.; Harvard 
Medical School, Boston, 1909; specialist certified by the Ameri 
can Board of Obstetrics and Gynecology ; fellow of the Americam 
College of Surgeons; affiliated with the Faulkner Hospital, 
Massachusetts General Hospital and New England Deaconess 
Hospital in Boston ; died December 25, aged 66, of aortic stenosis 
and coronary thrombosis. 


Rubie Justin Vining, New Or! ; Flint Medical College 
ubie Jus ining, New Orleans ‘ated. 


of New Orleans University, New Orleans, 1907; 
with the Flint Goodridge Hospital, where he died December 2, 
aged 66, of a cerebrovascular accident and diabetes mellitus. 

Frederick Webster Wood Alhambra, Calif. ; the Hahne- 
mann Medical College and Hospital, Chicago, 1899; died 
December 20, aged 75, of coronary occlusion. 

William B. Wood, Oakland City, Ind.; Louisville (Ky) 
Medical College, 1905; member of the American Medical Asso 
ciation ; veteran of the Spanish-American War ; died in Pass-A- 
Grille, Fla., January 5, aged 72, of cirrhosis of the liver. 
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Foreign Letters 


BELGIUM 
(From a Regular Correspondent) 
Lréce, Jan. 11, 1950. 


Mental Hygiene in Industry 

Belgium was the first country on the European continent in 
which a laboratory for occupational guidance was established 
in 1909. Since then the investigations concerning the psychologic 
aspects of occupational problems have made great progress. The 
meeting of the National Association of Mental Hygiene, which 
was held in Liége, has considered the general problems, which 
are of greatest importance to physicians and industrialists. 

Dr. Massaut spoke of the unhygienic life of workers, in the 
factory, in the warehouses and outside their places of work. 
He called particular attention to the dangerous situation of 
foreign workers from the point of view of mental health. He 
emphasized the necessity for individual consideration of the 
personality of workers, the influence of the worker’s mental 
state on his work and the harmony which must exist among 
co-workers. The lack of aptitude for a certain occupation, the 
difficulty of developing his personality, the lack of comprehen- 
sion of the importance of the work of others may cause dis- 
turbances in a worker’s mental health. The speaker recommended 
the education of young workers and the development in the 
employers of a feeling of responsibility with respect to the 
mental health of their workers; social workers can play an 
important role in this problem. On the basis of the military 
experience, a psychiatric service should be created in industry. 
It is also advisable to establish convalescent homes for those 
being discharged from psychiatric establishments and to develop 
outpatient centers for psychosocial assistance. Mental hygiene 
dispensaries can play an important part in the employment or 
occupational readjustment of those with deficiencies in men- 
tality or character. 

Prof. Emile Lobet said that industrial organization must be 
studied in the light of psychotechnical knowledge. That will 
make possible a reduction in overwork and in accidents, and it 
will improve the efficiency of the worker. The human factor 
is responsible for 80 per cent of industrial accidents. The 
existence of psychologic traumas of occupational origin must 
not be overlooked. The importance of minor psychoses, which, 
particularly in women, cause much early pensioning, should 
receive attention. 

The problems of apprenticeship and of readaptation gave the 
speaker the opportunity to stress the danger of unemployment 
of young persons. Material considerations are not the only 
ones which must receive attention; the satisfaction felt by the 
worker is of great importance. In the making of laws, account 
should be taken of the psychologic factor. The problems of the 
reclassification of mental patients was considered as well as 
Occupational readjustment in industry. 


Results of Leukotomies 

At a special session of the Belgian Society of Psychiatry a 
number of authors presented the clinical results of nearly 100 
leukotomies. The indications for this operation are still not 
exact, but it seems that the best results are obtained in patients 
with dementia precox, with chronic obsession, with incurable 
melancholia and in those who have delirium with lucid intervals. 
Authors differentiate (1) a postoperative period of several weeks 
erized by euphoria, demential reactions, puerile emotivity, 
Profound change in the idea of time and freedom from anxiety ; 
(2) an evolutive period which lasts for about two years and 
Which the authors have studied carefully by means of tests 
Tepeated every three months. The favorable cases show great 
— from the point of view of emotion and sociability, 
- disappearance of anxiety and the slow return of the sense 
time. In the unfavorable cases, generally those in which 
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extensive interventions have been carried out, one observes a 
regression of the intellectual level, which can be accentuated 
into a relative indifference, an augmentation of instinctive 
impulsiveness and the persistence of the disturbance of the 
idea of time, and (3) a period of reorganization of the per- 
sonality, with some amelioration, depending to a large extent 
on the former personality. 

The most favorable results are obtained in the anxious and 
inhibited patients and in some psychoasthenic patients. In those 
with chronic delirium, the results are variable and unforeseeable. 
Those with chronic obsession have been least improved, con- 
trary to the opinion of American authors. 

The authors concluded that the indications for psychosurgery 
require further clarification. 


Therapy of Diabetes 

The second International Congress of Therapeutics, the ses- 
sions of which were distinguished by the presence of Sir Henry 
H. Dale, Nobel Prize winner and professor honoris causa of 
the university of Brussels, was held recently in this city. It 
was concerned with the therapy of diabetes. 

After the historic introduction presented by Sir Henry H. 
Dale, Professor Bouckaert discussed the problem of the plurality 
of pancreatic hormones. He considered the particular aspects 
of hypophysial diabetes (Young) as well as of alloxan diabetes 
and stressed the recent contributions of Cori and of De Duwe, 
who established the proof of the existence in noncrystalline 
commercial insulins of a hyperglycemic principle produced by 
the alpha cells of the islands of Langerhans. 

Paul Govaerts and P. Lambert presented their concept of the 
pathogenesis of renal diabetes. The primary characteristic of 
renal diabetes is the excretion of sugar in the presence of rela- 
tively mild glycemia, and a secondary characteristic in subjects 
with severe glycemia, consists in a sugar secretion much greater 
than that which would be produced in normal subjects. The 
anatomic or functional origin of renal diabetes was then 
examined. 

R. E. Haist of Toronto presented the results of studies on 
the insulinosecretory tissues. A planimetric method applied 
to the rat after vital staining was used by the author to establish 
the volume and weight of the islands of Langerhans. 

This study revealed that the weight of the insular tissue 
increases with age, that the growth of the islands is decreased 
or hindered by undernourishment, the administration of insulin 
and hypophysectomy and that the growth of the islands is 
increased by the injection of dextrose, by the administration 
of thyroid and posterior pituitary injection. The fact that it is 
possible to augment the growth of the insular tissues in the 
rat does not permit the conclusion that this procedure is 
applicable for the prevention of diabetes. } 

J. H. Burn of Oxford spoke of alloxan diabetes. He dis- 
cussed the relations between alloxan and the bodies of the SH 
group. There is evidence that uric acid leads to an aggravation 
of diabetes because of deficiency in glutathione. The charac- 
teristics of alloxan diabetes consist in a hyperproduction of 
dextrose, a conversion of fats into carbohydrates and a hyper- 
activity of the anterior lobe of the hypophysis responsible for 
these modifications. Experience shows the effect of diet on 
glycosuria as well as ketonuria. 

Brull and Brakier of Liége demonstrated the influence of nutri- 
tional deficiency on diabetes in Belgium during the war. They 
studied the principal effects of the reduction of the food supply : 
diminution of caloric values with a preponderance of carbo- 
hydrates on the frequency of the cases of infantile diabetes, on 
the sex ratio of the development of diabetes and on the propor- 
tion of cases admitted for diabetic acidosis. 

Important studies by Joslin of Boston, by Cruz Coke of 
Santiago, Chile, by Jentzer of Geneva, Hedon of Montpellier 
and others completed this important contribution to the study 
of diabetes. 
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OSLO 


(From a Regular Correspondent) 


Jan. 6, 1950. 


Should the Sale of Drugs be Nationalized? 

Early in 1947, the Norwegian labor government appointed a 
committee to investigate the possible creation of a state monopoly 
of the wholesale import and export of drugs. This committee 
was composed of six members, none of whom was a doctor. 
Its recommendations were made early in 1948, and a law was 
drafted. The Norwegian Parliament has not yet dealt with 
this, but the matter is certain to come up for legislative dis- 
cussion some time in 1950. Dr. Jérgen H. Berner, who recently 
retired from the post of Secretary General of the Norwegian 
Medical Association, having reached the age limit for this office, 
points out that the members of the committee disagree. The 
committee has split into two numerically equal factions. One 
is in favor of a state monopoly, and the other is of the opposite 
opinion. Point for point the two factions contradict each other 
unequivocally. Even in the realm of figures they are poles 
apart. The faction for state monopoly calculates that this would 
give the state an annual surplus of 735,000 kroner. The opposing 
faction calculates that there would be a deficit of 446,000 kroner. 
Both factions agree that the state will have to expend millions 
of capital on this venture, but they disagree over the actual 
amount. 

The advocates of a state monopoly in drugs see in it a 
chance for the state to guide the public in its choice of drugs. 
Dr. Berner writes of the elderly ladies who at present are free 
to comfort themselves with a few drops of camphor on a lump 
of sugar when feeling under the weather. Must they, because 
the scientific evidence in favor of the potency of this remedy is 
negative, be denied this little pleasure? Then there is the 
tempting prospect of juggling with prices. It is calculated that 
a sum as large as 200,000 kroner might be gained every year 
if the price of acetylsalicylic acid were raised only 5 6re on 
the wholesale price for 20 tablets. For the subjects of chronic 
rheumatism such a rise of price might be appreciable. Who, 
it is asked, is best qualified to guide the public in the choice 
of remedies and to influence this choice by the manipulation of 
prices, a state board or the teaching staffs of hospitals? 


Incomes and Expenses of Norwegian Doctors 
Physicians’ incomes are largely derived from national health 
insurance and private practice. Under the national health 
insurance scheme they have a fixed scale of charges arrived 
at by negotiation between the insurance authorities and the 
Norwegian Medical Association. These negotiations have meant 
some hard bargaining, and the insurance authorities have seemed 
at times to labor under a misapprehension with regard to doc- 
tors’ earned incomes. The Norwegian Medical Association has 
therefore found it necessary to meet mistaken prejudice with 
concrete facts, and during recent negotiations it was able to 
produce a composite balance sheet for the Oslo doctors, 98 per 
cent of whom had sent in returns to the Norwegian Medical 
Association. 

The example set by the doctors of Oslo in this matter will 
shortly, it is hoped, be followed by the doctors throughout the 
whole of Norway. The Norwegian Medical Association has 
sent a questionnaire to every doctor in the country. It consists 
of several pages and deals largely with liabilities, expenses and 
earned income. It is with respect to the balance between 
expenses and income that the public and even income tax 
authorities have erred in their assumption that doctors are 
better off than the rest of the community. The debts incurred 
by a doctor while he is still a medical student and the heavy 
price he has to pay for postgraduate training, for office rent 
and for much else can be easily ignored. The Norwegian 
Medical Association has promised to keep confidential the 
information obtained, and it urges even those doctors who no 
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longer practice medicine to fill in the form so that no one cap 
hint that the data collected are not entirely representative of 
the medical profession. 


A Statistical Investigation of Tuberculosis Mor. 
bidity and Mortality 

Norway is particularly suited for follow-up studies of tuber. 
culosis because of the comparatively stationary character of her 
population and the comparative ease with which every person 
can be followed from the cradle to the grave. Taking adyap. 
tage of these and other favorable circumstances, Dr. Sven Nissen 
Meyer, who is in charge of the state “Skjermbilledfotografer. 
ing” in Oslo, has attempted in an extensive study to find answers 
to the following questions: 1. What proportion of the subjects 
of a primary infection develops tuberculous disease, and how 
many of them die of it? 2. What is the latent period, i. e., the 
interval between a primary infection and the outbreak of tuber- 
culosis? 3. How are the morbidity and mortality from tuber- 
culosis influenced by a history of tuberculosis in the family, the 
level of the initial sedimentation rate, the early demonstration 
of tubercle bacilli, an outbreak of erythema nodosum and a 
history of pleuritis? Dr. Nissen Meyer's material is drawn 
from the Vardaasen Sanatorium, the Tuberculosis Department 
of the Oslo Public Health Service and various other sources. 

From this study, for which Dr. Nissen Meyer has been 
awarded the much coveted M.D. degree, it is learned that a 
history of tuberculosis in the family is of prognostic significance: 
“The difference in the mortality according to whether there 
was, or was no known, family history of tuberculosis is still 
more marked than was the case with the morbidity. In the 
age group over 13 years, the difference is such as to satisfy 
statistical requirements. It is therefore surely permissible to 
conclude that persons with a family history (plus presumably 
worse social environmental conditions) were definitely worse off 
as far as the present material is concerned.” It was found that 
a high sedimentation rate in the first half-year after infection 
meant a definitely higher pulmonary tuberculosis morbidity 
and mortality, particularly when infection had occurred after 
the age of 13 years. The demonstration of tubercle bacilli (im 
nearly every case by culture) during the first half-year after 
infection meant a somewhat higher pulmonary tuberculosis 
morbidity and mortality, but only during the first observation 
years. A visible lung infiltration and a history of pleuritis also 
affected the prognosis adversely. The value of this statistical 
study is much enhanced by Dr. Nissen Meyer’s experience with 
tuberculosis as a clinician over a considerable period. 


ITALY 
(From a Regular Correspondent) 
Fiorence, Dec. 15, 1949. 


Congress of Internal Medicine 

The fiftieth National Congress of the Italian Association of 
Internal Medicine was held under the chairmanship of Prof. 
Cesare Frugoni in Rome Oct. 29-Nov. 1, 1949. This meeting 
took place simultaneously with the annual meeting of the Italian 
Surgical Association. 

PERIPHERAL ARTERITIS 

Reports on this subject were presented before a joint session 
of the two associations. Prof. G. Sabatini of the University of 
Genoa reported on the great development in knowledge of the 
pathology of the peripheral circulation during the last yas 
The number of arteriopathies which are encountered in clinical 
practice is continuously increasing. To explain the imerease 
in certain forms of arteriopathies one should consider the longet 
life span today with the general increase in vegetative neuroses 
and toxicoses. 

It is difficult to account for the increase in some forms. There 
still remain many unsolved problems in the field of circulatory 
pathology. 
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The speaker noted four principal groups of peripheral arterio- 
pathies : the organic, the functional, those associated with direct 
yascular injuries and those which cannot be classified. Among 
the various forms of peripheral arteriosclerosis is obliterating 
arteriosclerosis, the only form which may determine circulatory 
disturbances of clinical interest either in the preobliterating 
phase or in the occlusive phase; one must differentiate the 
diabetic obliterating arteriopathy from this form. With respect 
to medical treatment, importance must be attributed to hygienic 
rules, to dietary precautions and to the use of tobacco. Vaso- 
dilatation is basic in medical therapy in that it improves the 
impaired basal canalization. Direct introduction of a vasodilator 
drug into the arterial lumen proved effective in a number of 
cases. Some vitamins and some hormones, such as the female 
sex hormones, exert a favorable influence. The so-called 
mechanical therapeutic methods are less favored today than in 
the past. There is confidence, however, in the methods for 
which “physical” is the proper descriptive term, ranging from 
short wave to iontophoresis. 

Professors Dogliotti and Malan of the University of Turin 
reported on the subject from the surgical viewpoint. Arteri- 
ography, a method innocuous when applied according to definite 
rules, has gained considerable importance. The oscillometric 
examination has many advantages in the study of large vessels, 
while cutaneous thermometry makes it possible to demonstrate 
the peripheral vasodilatation following anesthetic block. Pleth- 
ysmography according to Goetz may furnish valuable informa- 
tion. The speakers first explained the possibility of endoarterial 
therapy, emphasizing the indications for treatment with acri- 
flavine hydrochloride in the initial phases of arteriopathies of 
the inflammatory type (thromboangiitis) in juvenile persons 
and treatment with curare. Satisfactory results were obtained 
with the first therapeutic method, suggested by Malan. The 
second method, recommended by Enria, is indicated in arterio- 
pathies because of its inhibitory action on the vasoconstrictor 
plexus within the wall of the vessel. Parathyroidectomy, sug- 
gested by Bastai and Dogliotti, is indicated in arteriopathies 
accompanied with hypercalcemia. 

The noteworthy possibilities of vasomotor surgical treatment 
have been shown now through the results of this treatment in 
several surgical conditions. One must keep in mind that the 
aim of modern surgical technic concerning the sympathetic 
nerve is to exert action on the preganglionic fibers in order to 
limit to a minimum the sensitization of the denervated vascular 
wall to the circulating vasoconstrictor hormones, which is the 
reason why preganglionic radiectomy of the second and third 
thoracic root may be substituted for cervicothoracie gang- 
lionectomy. 

BRAZIL 
(From a Regular Correspondent) 
SAo Pauto, Jan. 21, 1950. 


Double Gallbladder 
The double gallbladder. does not show a characteristic symp- 
tomatic picture. It is occasionally found by cholecystography. 
Other malformations of the gallbladder also may be found, as 
Was pointed out by Dr. Manoel F. Garcia in a recent paper. The 
author said that the majority of these anomalies was verified 
after roentgenography was invented. Of the 51 cases reported 
im the medical literature, malformations in approximately 81 per 
cent were ascertained by cholecystography. The conditions not 
, radiologically were discovered at autopsy or opera- 
Gon. When one suspects vesicular duality, the radiologic exam- 
mation should include posteroanterior, lateral, oblique and erect 
Positions. In certain instances one of the gallbladders may be 
more visible than the other. The cholangiography should be 
fae to exclude the presence of calculi or abnormalities 
common bile duct. 

Dr. Manoel F. Garcia presented one more case of double 
» Ina 59 year old patient who for 20 years had 
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been suffering from pains in the right side of the hypochondrium, 
with bilious vomiting, nausea, hyperchlorhydria, eructations and 
flatulence. The presence of two gallbladders was ascertained 
by cholecystography, the superior one showing organic calculi. 


Brazilian Chapter of the International College 
of Surgeons 

The Brazilian Chapter of the International College of Sur- 
geons was founded in September 1949 in Sio Paulo. The fol- 
lowing surgeons were chosen to direct the Brazilian Chapter 
through its first two years of work: president, Prof. Carlos 
Gama ; president-elect, Dr. Jose Avelino Chaves; vice president, 
Dr. Sebastiao Hermeto Jr.; secretary, Dr. Virgilio Carvalho 
Pinto; second secretary, Dr. Jose Soares Batista; treasurer, 
Dr. Eurico Branco Ribeiro, and second treasurer, Dr. Oscar 
Cintra Gordinho. The official inauguration was held in the 
auditorium of the Municipal Library. Prof. Pedro de Calmon, 
director of the University of Brazil, Rio de Janeiro, was present 
to help launch the chapter. His speech was received with 
enthusiasm. Later in the program Professor Calmon presented 
diplomas to the founding members. On the following day a 
banquet was held in the private dining rooms of Casa Anglo 
Brasileira. This banquet was attended by many doctors and 
their friends. 

Penicillin in Actinomycosis 

There are differences between exogenous actinomycosis, caused 
by aerobic Actinomyces and endogenous actinomycosis, caused 
by anaerobic Actinomyces. According to a paper read before 
the Associagao Paulista de Medicina by Drs. Luis Marino 
Bechelli and Carlos da Silva Lacaz, some authors found this 
second type of actinomycosis sensitive to penicillin in massive 
doses. There are types of Actinomyces israeli (Actinomyces 
bovis) which are not sensitive in vitro to penicillin therapy, 
and possibly this is one of the reasons why some authors did 
not have satisfactory results in infections with the endogenous 
type. 
Drs. Bechelli and Lacaz reported 5 cases of endogenous actino- 
mycosis (A. israeli) treated by penicillin in massive doses. A 
clinical cure was obtained in 3 patients, with a medium dose 
of 10,000,000 oxford units. In a fourth patient, local vaccino- 
therapy with penicillin resulted in improvement. In a fifth case, 
when sodium iodide and local vaccinotherapy were continued 
with penicillin, the lesions healed easily, but after five months 
one of them relapsed; cure was effected after treatment with 
penicillin. 

Gastritis Simulating Gastric Cancer 

Dr. Ramos de Oliveira reviewed reported cases in which 
inflammatory processes of the stomach simulated gastric cancer. 
The patients had the same clinical symptoms: dyspepsia and 
loss of weight and appetite, and the roentgenographic, gastro- 
scopic and macroscopic findings were identical. The author 
mentioned Coutts and his colleagues’ suggestion of the possibility 
of venereal lymphogranulomatosis as one cause of gastric lesions. 
Dr. Mario Ramos de Oliveira presented to the Sociedade de 
Medicina e Cirurgia de Sio Paulo 2 cases of subacute gastritis 
simulating gastric cancer. In both cases the final diagnosis was 
given only after a biopsy was performed. In one the disease 
was of the nature of lymphogranulomatosis. Strongyloidiasis 
was present in both cases. 


Sequels of Cholecystectomy 

After cholecystectomy preexisting symptoms may persist or 
become aggravated. They are called sequels of cholecystectomy, 
according to a paper read before the Associacéo Paulista de 
Medicina by Dr. David Rosenberg. Careful analysis reveals 
that the persistence of the symptoms does not depend on the 
operation but on diagnostic error, error in indicating the neces- 
sity for an operation, technical error during the operation and 
persistence of other diseases which had not been identified or 
had been inadequately treated. 
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TESTS FOR CANCER 

To the Editor:—A recent advertisement of the American 
Reagents Company concerning a set of reagents for determining 
the iodoacetate index of serum contains a statement which is 
not true, namely, that a positive reaction indicates cancer. Last 
year it was found in our laboratories that halogenated acetates, 
of which the most powerful is sodium iodoacetate, had the 
property of preventing serum albumin from forming a coagulum 
on heating. It was also shown (Huggins, C-; Miller, G. M., 
and Jensen, E. V.: Cancer Research 9: 177, 1949) that smaller 
quantities of this inhibitor are required to prevent coagulation 
of the serums of most patients with cancer than are needed for 
a similar effect with normal serums. It was emphasized at 
that time that the defect is not specific for cancer since it also 
occurred in certain inflammatory conditions. Further experience 
has confirmed these statements. I should like once again to 
draw attention to the fact that a low iodoacetate index of serum 
is not diagnostic of cancer but for clinical purposes must be 
interpreted in the light of all other clinical and laboratory data 
available, to which, however, it is supplementary. While I have 
had no contacts with the American Reagents Company, nor have 
I used their “set” of reagents, I know that determination of 
the iodoacetate index requires a painstaking quantitative chem- 
ical technic, and I doubt that it can be done successfuly under 


less rigorous conditions. : 
Cuartes Hucarns, M.D., Chicago. 


To the Editor:—The recent publication of a method for the 
concentration and segregation of malignant cells from bloody, 
pleural and peritoneal fluids (Fawcett, D. W.; Vallee, B. L., 
and Soule, M. H.: A Method for Concentration and Segrega- 
tion of Malignant Cells from Bloody, Pleural and Peritoneal 
Fluids, Science 3:34, 1950) prompts us to inform you of our 
experiences in using human serum for the same purpose. Since 
patients’ or other human serum is always available to the prac- 
titioner and its use according to our method requires no adjust- 
ment of dilutions but merely the resuspension of centrifuged 
material in serum, we feel that our experience should be made 
widely known at this time. The possible applications of this 
method which have been alluded to in the recent publication 
referred to herein have been explored by us independently in 
vaginal fluid and tissue biopsies. 

The use of human serum to simplify and improve cytologic 
methods was previously reported by us (Shen, S. C.: A Simple 
Method for the Detection of Tumor Cells in Fluids. Paper 
read at the Nov. 7, 1949 meeting of the American Federa- 
tion for Clinical Research, Boston; Shen, S. C., and Homburger, 
F.: Study of Effusions: II. A Simple Technique for the Dis- 
covery of Cancer Cells in Neoplastic Exudates, Cancer, in press 
since June, 1949). Since then it has been shown by studies on 
110 vaginal secretions, including those of 7 women with cancer 
of the cervix, and by application of the method to 19 biopsies, 
14 of which were of neoplasms, that resuspension of centrifuged 
material in human serum results in a concentration of cancer 
cells in the top layer of the sediment and renders them quickly 
stainable by Wright’s method. Further work on 50 effusion 
fluids has demonstrated the usefulness of this method in diag- 
nostic problems posed by exudates. 

The cellular detail obtained in our studies was such that with 
some practice the distinction between neoplastic and mesothelial 
cells becomes easy and the rate of false positive findings should 
be low.” Caution must be used in interpretation of negative find- 
ings, as it has been shown (Fishman, W. H.; Page, O.; Pfeiffer, 
P. H., and Homburger, F.: Studies on Effusions. I. Glu- 


curonidase and Lactic Acid in Neoplastic Effusions of Pley, 
and Peritoneum, in press, Am. J. Med. Sc.) that the cytologic 
appearance varies rapidly even in cases of effusions when pleural 
or peritoneal carcinoma is finally demonstrated at autopsy, 


S. C. Suen, M.D. and F. Homsurcer, M.D., Boston, 


CARBON MONOXIDE POISONING 


To the Editor:—Carbon monoxide from gas appliances js 
deadly, and the use of gas for heating purposes in the hom 
should be watched to avert the tragedies that too often result 
from negligence. The San Francisco health department has 
strict rules governing the use of gas, and all are Protective 
measures. All gas appliances must be of approved type, properly 
installed under permit and inspection. The servicing of ol 
appliances, especially when they have been out of use for some 
time, is of prime importance and should be done by persons 
having experience in this type of service and repair. When gas 
appliances are in use care should be taken that proper room 
ventilation is supplied. 

With respect to the importance of one’s recognizing and 
avoiding the potential dangers in the use of household gas 
appliances, attention is directed to the record of fatalities du 
to accidental carbon monoxide poisoning in San Francisco over 
the past five years. Some of these records do not indicate the 
source from which the carbon monoxide came, but most of them 
designate some home gas appliance, such as gas furnace, plate 
burners or water heater. On the other hand, some records 
mention the presence of carbon monoxide, but on investigation 
circumstances have proved death due to some other cause and 
therefore such cases are not included in this classification. 

Deaths from carbon monoxide poisoning for five years in 
San Francisco total 49, distributed as follows: 10 in 1945, 7 in 
1946, 8 in 1947, 8 in 1948 and 16 in 1949. The sex distribution 
in this total group shows 38, or 77.5 per cent, male and Il, or 
22.5 per cent, female. 

In 1945 deaths from carbon monoxide poisoning constituted 
2.0 per cent of the total accidental deaths (exclusive of motor 
vehicle accidents). This figure dropped to 1.6 per cent the 
next year and then began a rise to 1.8 per cent in 1947, 22 per 
cent in 1948 and 4.6 per cent in 1949. It is interesting that 
while the annual total of accidental deaths has steadily decreased 
in this five year period the total of deaths from carbon monoxide 
poisoning has shown a definite upward trend. Although these 
percentages may seem small and insignificant the fact remaifs 
that this type of accident is preventable and has a definite com 
nection with the public health of the community. 


J. C. Getcer, M.D, 
Director of Public Health, San Francisco. 


EPINEPHRINE WAS NOT USED 


To the Editor:—In the interesting article by Beck and Rand 
on “Cardiac Arrest During Anesthesia and Surgery” in TH 
Journat, Dec. 24, 1949, the authors erred in: stating: 
successful case of defibrillation of the human heart, verified by 
electrocardiogram, in which electric shock was not used Ws 
reported by Lampson, Schaeffer and Lincoln. The heart W& 
defibrillated by massage and the use of epinephrine.” This i 
incorrect. In the article referred to, epinephrine was 
but the authors specifically pointed out that they believed it ® 
be contraindicated and therefore did not use this drug. Procaift 
was the drug used, and the authors attributed the restoratiat 
of spontaneous heart beat to the procaine. 


Cuartes, L. Burstein, M.D., New York 
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COMING EXAMINATIONS AND MEETINGS 


EXAMINING BOARDS IN SPECIALTIES 
American Boaro oF ANESTHESIOLOGY: Written. Various locations. 
July 21. Oral. Philadelphia, April 23-27, Chicago, Oct. 8-11. Sec., Dr. 
Curtiss B. Hickcox, 745 Fifth Ave.. New York 22. 


Amertcan Boarp or DerMatoLocy anp SyputLotocy: Oral. Wash- 
ington, April 14-16. Sec., Dr. George M. Lewis, 66th Street, New York 21. 


Amertcan Boarp or INTERNAL Meprctne: Oral. Boston, April 13-15. 
San Francisco, June 21-23. The oral examinations in the subspecialties 
will be held at the same time and places. Asst. Sec., Dr. William A. 
Werrell, 1 West Main Street, Madison 3, Wis. 


American Boarp of Nevrotocicat Surcery: Oral. Chicago, June 3. 
ec.. Dr. W. J. German, 789 Howard Ave., New Haven, Conn. 


Amertcan Boarp or Opsstetrics anp Gywnecotocy, Inc. Orai 
Part ll. Atlantic City, May 21-28. Sec., Dr. Paul Titus, 1015 Highland 
Bidg., Pittsburgh. 

Various Centers, 


Amertcan Boarp or OpntuatmoLtocy: Written. 
January 1951. Final date for filing applications is July 1, 1950. Practical. 
Boston, May 22-26; Chicago, Oct. 2-6; West Coast, Jan. 1951. Sec., Dr. 


Edwin B. Dunphy, 56 Ivie Road, Cape Cottage, Maine. 


American Boarp or Orotaryncotocy: Orat. San Francisco, May. 
Chicago, October. Sec., Dr. Dean M. Lierle, University Hospital, lowa 
City. 

Madison, Wis., April 11-12. 


PaTHOLoGY: 
A. Moore, 507 Euclid Ave., 


Sec., Dr. Robert 


Boarp oF 
10-11, 


AMERICAN 
St. Louis, Nov. 
St. Louis. 


American Boarp or Peoptarrics: Philadelphia, March 31-April 2; 
Cincinvati, May 5-7; San Francisco, June 30-July 2. Exec. Sec., Dr. 
John McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 


American Poaro of Prystcat Mepicine AND REHABILITATION: Oral 
and Written, Boston, Aug. 26-27. Final date for filing applications is 
April 1. See., Dr. Robert L. Bennett, Georgia Warm Springs Foundation, 
Warm Sprines, Ga. 


Sec., Dr. 


American Boarp oF Prastic SurGcery: Oral. May-June. 
Louis T. Byars, 4647 Pershing Avenue, St. Louis, Mo. 


American RBoarp oF Psycutatry ano Nevurotocy: Spring Examina- 


tion. Sec., Dr. F. J. Braceland, 102-110 Second Ave., S.W., Rochester, 


Minnesota. 


Oral. Chicago, week of June 18. 


American Boarp or RapioLocy: 
Minn. 


Sec., Dr. B. R. Kirklin, 102-°10 Second Ave., S.W., Rochester, 


American Boarp oF Surcery: 
Final date for filing applications is July 1. 
225 South 15th Street, Philadelphia. 


Written. Various centers, Oct. 25. 
Sec., Dr. J. Stewart Rodman, 


BOARDS OF MEDICAL EXAMINERS 


Atapama: Examination. Montgomery, June 27-29. Sec., Dr. D. G. 
Gill, 519 Dexter Avenue, Montgomery. 
Sec., Dr. W. M. Whitehead, Box 140, 


Ataska:* Juneau, March 7. 
Juneau. 


Arkansas: * Examination. 
Harrisburg. Eclectic. Little Rock, June 
Young, 1415 Main Street, Little Rock. 


Cauirornia: Examination, Written, San Francisco, June 19-22; Los 
Angeles, Aug. 21-24; Sacramento, Oct. 16-19, Eaamination, Oral and 
Clinical for Fireign Medical School Graduates. San Francisco, June 18; 
Los Angeles, Aug. 20; San Francisco, Nov. 12. Kecsprocity, Oral 
Examination. San Francisco, June 17; Los Angeles, Aug. 19; San 
Francisco, Nov. 11. Sec., Dr. Frederick N. Scatena, 1020 N Street, 
Sacramento 14. 


Cororapo: * Reciprocity. Denver, April 4. Final date for filing appli- 
cation is March 18. Sec., Dr. George H. Gillen, 831 Republic Building, 
Denver. 

Connecticut: * Examinetion. Hartford, March 14-15. Secretary to 
the Board, Dr. Creighton Barker, 160 St. Ronan Street, New Haven. 
Homeopathic. Derby, March 9-10. Sec., Dr. Donald A. Davis, 38 Eliza 


beth Street, Derby. 


Little Rock, June 8-9. Sec., Dr. Joe Verser, 
8-9. Sec.. Dr. Clarence H. 


Detaware: Examination. Dover, July 11-13. Sec., Dr. J. S 


McDaniel, 229 S. State St., Dover. 


District or Cotumata: * Reciprocity. Washington, March 13. 
Dr. Daniel L. Seckinger, 4130 E. Municipal Bldg., Washington. 


Sec., Dr. Frank D. Gray, 12 N. 


Sec., 


Froripa: * Jacksonville, June 25-27. 
Rosalind Avenue, Orlando. 


Examination. Atlanta and Augusta, June. Endorsement. 
Sec., Mr. R. C. Coleman, 111 State Capitol, Atlanta 3. 


Sec., Mr. Armand L. Bird, 305 Sun Bidg., 


GEORGIA: 
Atlanta, June. 


Ipano: Boise, July 10. 

se. 

Chicago, April of Registration, Mr. 
Charles F. Kervin, Capitol Bldg. 


EXAMINATION AND LICENSURE 


Inpiana: Examination. Indianapolis, June. Sec., Dr. Paul R, Tindal, 
1138 K. of P. Bldg., Indianapolis. 


Iowa City, June 12-14. 
oines 19. 


Sec., Dr. J. F. Hassig, 905 y 


Sec, Dr. Ma 


Iowa: * Examination, 
Royal, 506 Fleming Building, Des 


Kansas: Kansas City, June 7-8. 
7th Street, Kansas City. 


Sec., Dr. Bruce 


Kentucky: Examination. Louisville, June 14-16. 
Underwood, 620 S. 3rd Street, Louisville 2. 


Marne: Portland, March 14-15. Sec., Dr. Adam P. Leighton, 19 
Street, Portland. 


Marytann: Examination. Baltin ore, June 20-23. 
P. Gundry, 1215 Cathedral Street, Baltimore 1. 


Massacuusetts: Examination. Boston, March 14-17. Sec., Dr. Georg 
L. Schadt, 413 E. State House, Boston. 

Montana: Helena, April 3-5. Sec., Dr. Otto G. Klein, First Nations 
Bank Building, Helena. 

Nepraska:* Examination. Omaha, June 5-7. Director, Bureay 
Examining Boards, Mr. Oscar F. Humble, 1009 State Capitol Building 


incoln 9. 


Sec., Dr. Lewis 


Nevapa: Carson City, May 1. Sec., Dr. George H. Ross, 112 Com 


Street, Carson City. 
New Hamesuire: Concord, March 8-9. Sec.. Dr. John S Wheeler, 
107 State House, Concord. 


New Jersey: Examination. Trenton, June 20-23 
Halhnger, 28 West State Street, Trenton. 


Dr. 


New Mexico: * Santa Fe, April 10-11. Sec., Dr. Charles J. MeGoey, 


Coronado Building, Santa Fe. 

Nortn Carotina: Endorsement, Pinehurst, May 1. Writer 
Raleigh, June 19-22. Endorsement. Raleigh, June 19. Sec., Dr. yan 
Procter, 226 Hillsboro Street, Raleigh. 


Grand Forks, July 5-7. 
J. Glaspel, Grafton. 


Columbus, April 3. Examination. Columbus 
Platter, 21 W. Broad St., Columbus 15 


Reciprocity. 


Nortu Daxora: Examination. 
Grand Forks, July 8 Sec., Dr. C. 


Reciprocity. 


Sec., Dr. H. M. 


June 14-17. 


Oxtanoma:* Examination. Oklahoma City, June 7-8 Sec, Dr 
Chnton Gallaher, 813 Bramiff Building, Oklahoma City 
Orecon: *Endarsement. Portland, April 28-29. UH ’ritten. Portland, 


July. Exec. Sec., Mr. Howard IL. Bobbitt, 609 Failing Building, Port 
and 4, 


Puerto Rico: Examination. Santurce, March 7. Sec., Mr. Luis Cueto 
Coll, Box 3717, Santurce. 


Ruope Istanp: * Examination. Providence, April 6-7. Chief, Division 
of wrenenen Regulation, Mr. Thomas B. Casey, 366 State Office Bldg, 
rovidence. 


Soutn Caroutna: Examination. 
First Monday of each month. Sec., Dr 
Street, Columbia. 


June 26-29.  Recsprocity. 
N. B. Heyward, 1329 Blanding 


ExaS: * Examination. Austin, 19-21. Sec., Dr. M. H. Crab, 


17 y Medical Arts Blidg., Fort Worth 2 

Utan. Examination. Salt Lake City, June. Dir., Dr. Frank & Lem 
324 State Capitol Building, Salt Lake City. 

Vireinta: Examination. Richmond, June 23-24. Endorsement. Rich 
mond, June 22. Sec., Dr. K. D. Graves, 631 First St., S.W., Roanoke 

West Vircinta: Charleston, April 3-5. Sec., Dr. N. H. Dyer, State 
Capitol, Charleston. 


Wisconsin: * Milwaukee, July 11-13. 
Falls. 


* Basic Science Certificate required. 
BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Anizona: Examination. Tucson, March 21. Sec., Mr. Francis & 
Roy, Science Hall, University of Arizona, Tucson. 


Sec., Mr. L. E. Gebauet 


Sec., Dr. C. A. Dawson, River 


Arkansas: Examination. Little Rock, May 9. 
1002 Donaghey Building, Little Rock. 


Denver, March 1-2. 
nver. 


Cotoravo: Examination, Sec., Dr. Esther B 


Starks, 1459 Ogden St 


District or Cotumsia: Washington, April 17-18. 
L. Seckinger, 4130 E. Municipal Building, Washington. 


Sec., Mr. M. W. Emmel, Universit? 


Sec., Dr Danidl 


Froritpa: Examination. June 3. 
of Florida, Gainesville. 


Iowa: Examination. Des 
Peterson, Coe College, Cedar 


Minnesota: Examination. Minneapolis, A Dr. Raymeod 
N. Bieter, 105 Millard Hall, University of a —— 


Moines, April 11. Sec. Dr. Bea 
Rapids. 


NEBRASKA: 


Examination. May 2-3. 
Examining Boards, Mr. Oscar 1009 = ate Capiadl 


Lincoln 


Oxtanoma: Examination. Oklahoma City, April 11. Sec., Dr. Ga 
Gallaher, 813 Braniff Building, Oklahoma 
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SouTH Daxora: Vermillion, June 2-3. Sec., Dr. Gregg M. Evans, 
30 E. 15th Street, Yankton. 


ee: Examination. Memphis, March 17-18. Sec., Dr. O. W. 
874 Union Avenue, 


Texas: Examination. Austin, April 21-22. Sec., Brother Raphael 
Wilson, 306 Nalle Building, Austin. 

Wisconsin: Madison, April 1. 
W. H. Barber, Ripon, 


Milwaukee, June 3. Sec., Prof. 


Bureau of Legal Medicine 
and Legislation 


MEDICOLEGAL ABSTRACTS 


Fluoroscope: Standards for Use in Industry.—The plain- 
tif sued for damages for injuries allegedly sustained after she 
had been employed by the defendant to operate a fluoroscope. 
From a directed verdict in favor of the defendant, the plaintiff 
appealed to the superior court of New Jersey, appellate division. 

The plaintiff was employed by the defendant corporation to 
fluoroscope rubber beltings to determine whether there were 
any defects in them. The x-ray department, where she was 
employed, consisted of two rooms, one wherein the fluoroscope 
was located and an adjacent room where she operated it. The 
rubber belts were placed on pulleys in the room where the 
fluoroscopic machine was located, outside of which room there 
was a control box from which the plaintiff operated the machine. 
She operated the machine only in the outside room. By looking 
through a leaded glass window located in the wall of the lead 
lined room and above the control box, the plaintiff viewed the 
fluoroscopic machine while it was in operation. When she had 
completed the viewing she would stop the machine, go inside 
with a helper to take the belt off, change its position and inspect 
it again irom the outside room in the same manner. The 
machine was operated at a kilovoltage of 85 to 110 and at a 
milliamperage of 4 to 5. The plaintiff satisfactorily passed a 
physical examination at the defendant’s plant hospital at the 
time of her employment. Prior to that time she had enjoyed 
good health. The plaintiff contended that the proofs established 
a prima facie case that the impairment of her health, described 
as premature menopause and telangiectasis in the central portion 
of her face, was attributable to the roentgen rays to which she 
was exposed and that the negligence of the defendant was the 
proximate cause of her injuries. 

The plaintiff offered in evidence the “American War Stand- 
ard Safety Code for the Industrial Use of X-Rays,” approved 
May 31, 1945, and a revised safety code for the industrial use 
of X-rays approved April 15, 1946, originated by a group of 
recognized scientists through the American Standard Associa- 
tion. These codes established the roentgen as the international 
unit of quantity used as the symbol for the measurement of 
roentgen rays and gamma rays and classified different types of 
istallations, viz.: class A, class A-1, class B, class B-1 and 
all other installations, which do not conform to these four, 

as class C. The proofs reasonably established that the 
defendant's equipment in the construction and operation of its 
fluoroscopic apparatus qualified as class A, totally protective 
installation, said the court. One of the requirements of the 
“o) necessary to qualify for class A installation provides: 
Bg The dosage rate in milliroentgens per hour at any acces- 
25 = outside of the protective nclosure is not greater than 
oe hr (0.0125 r per hr) when the radiation beam is 
a © give the maximum dosage rate at the point in ques- 
7 with the x-ray generator running at its rated capacity.” 
ot Tee of a person for an eight hour day, six day week, 
‘5 milliroentgens per hour, in the circumstances here, is 

the permissible daily dose. 
Pa al argued that she established a prima facie case 
her injuries, ¢ a = defendant as the proximate cause of 
© wheter tees in th light of the proofs, the questions as 
endant’s installation was in conformity with the 
Standard practice in comparable industry, whether there was 
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any negligence chargeable to defendant in the operation of the 
machine and whether such negligence was the proximate cause 
of plaintiff's injuries raised factual issues which should have 
been submitted to the jury for its determination and contended, 
therefore, the court erred in directing a verdict against the 
plaintiff. 

It is the general rule, said the court, that the mere fact that 
an instrumentality may become dangerous to others does not 
constitute its possessor an insurer against injury that may result 
therefrom. Liability for negligence in respect to dangerous 
instrumentalities, as liability for negligence generally, arises 
from the failure to use due care. In other words, the court 
continued, the essential requirement of due care in the circum- 
stances necessarily implies that the care required to prevent 
injury to others in using a dangerous instrumentality is of a 
great or high degree and every reasonable precaution suggested 
by experience and the known dangers of the subject ought to 
be taken. 

The plaintiff introduced in evidence the code and revised 
code adopted by the American Standards Association as estab- 
lishing the standard of construction and operation of fluoroscopes 
in businesses comparable to the defendant’s. The testimony 
reveals, said the court, that the defendant’s construction and 
installation fully complied with such standard; that the defend- 
ant engaged a competent and recognized expert of many years 
experience in the field of roentgen rays, radium and radiations 
emitted by radioactive materials to advise and counsel defendant 
as to the construction of the two rooms for the installation of 
the fluoroscope and its operation, and tests were made by him 
both prior to and subsequent to its operation; that the construc- 
tion, installation and operation were in accord with this expert's 
recommendations ; that all necessary precautions were thus taken 
for the reasonable safety and protection of the operator of the 
machine; that the quantity of roentgen rays that penetrated 
the room where the plaintiff operated the machine was con- 
siderably less than the permissible dosage of roentgen rays that 
might be safely absorbed by the human body under the conditions 
prevailing at the place of employment. On the contrary, the 
plaintiff, as was its duty, did not establish a prima facie case 
of actionable negligence against the defendant by proving that 
its installation of the fluoroscope and construction of the two 
rooms for its operation did not conform to the standard of 
such installation as established by the codes heretofore mentioned 
and recognized as standard practice or that its subsequent opera- 
tion was not in conformity with such standard of usage or 
that it failed to exercise “that degree of care, or that manner 
of fulfilment of duty, which comprehends a circumspection, a 
foresight, a prevision which has due and proper regard to 
reasonably probable contingencies.” The plaintiff's proofs, con- 
tinued the court, proffered through the testimony of experts, 
considering them in the most favorable light to which they were 
entitled, sought to establish that the defendant's installation 
was not in conformity with a standard of their own and which 
they asserted should have been established by defendant, rather 
than testifying that the defendant's installation and its operation 
were not in conformity with the standard practice in the indus- 
try. This is contrary to the recognized rule and, if followed, 
would mean that industrial concerns would be subjected to the 
mere caprice of juries and held accountable for actionable negli- 
gence regardless of whether or not they adopted a recognized 
standard of installation. 

A careful review of their testimony, concluded the court, con- 
vinces us that the plaintiff failed to make out a prima facie case 
that the defendant's installation and operation of the fluoroscope 
did not conform to the standard set up by the codes offered in 
evidence by the plaintiff and to the standard practic. for such 
business. It follows that there was no inference of negligence 


chargeable to the defendant for the plaintiff's injuries that 
could be drawn from the proofs; consequently, no factual issue 
of actionable negligence against the defendant was raised for 
the jury’s determination. 

The judgment of the trial court in favor of the defendant was 
accordingly affirmed.—Rakowski v. Raybestos-Manhattan, Inc., 
68 A. (2d) 641 (N. J., 1949). 
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Titles marked with an asterisk (*) are abstracted below. 


American J. Digestive Diseases, Fort Wayne, Ind. 
16: 313-342 (Sept.) 1949 


Evaluation of Clinical Methods in Gastro-Intestinal Disease: II. Choles- 
terol Determinations in Peptic Ulcer. A. A. Goldbloom, A. Lieberson 
and J. L. Stamm.—p. 313. 


Experiences with Sodium Carboxymethylcellulose as Antacid. IL. B. 
Brick.—p. 315. 

Carboxymethylcellulose as Colloid Laxative. J. Schultz.—p. 319. 

Achlorhydria and Its Clinical Significance in Diabetes Mellitus. I. M. 
Rabinowitch.—p. 322. 

Palpatory Examination of Pancreas: Description of New Method. J. W. 


Grott.—p, 332. 
Studies on Serum Carotene in Man. D. Adlersberg, S. Kann, A. P. 
Maurer and others.—p. 333. 


American Journal of Medical Sciences, Philadelphia 
218 :361-482 (Oct.) 1949 


Study of Factors Affecting Prognosis of Cerebral Vascular Accident. 
E. C. Tennent and J. W. Harman.—p. 361. 

Major Etiological Factors Producing Delayed Resolution in Pneumonia. 
T. K. Gleichman, M. M,. Leder and D. W. Zahn.—p. 369. 

Treatment of Falciparum Malaria with Intramuscular Chloroquine. C. 
C. Spicknall, L. L. Terry and G. R. Coatney.—p. 374. 

Localized Sealed-Off Perforation in Recurrent Duodenal Ulcer. M. 
Feldman.—p. 378. 

Co-Existent Hodgkin's Disease and Kaposi’s Sarcoma; Report of Case 
with Unusual Clinical Features. R. H. Greenstein and A. S. Con- 
ston.—p. 384. 

Murmurs of Cardiac Aneurysm. D. Scherf and A. M. Brooks.—p. 389. 

"Congenital Polycystic Disease of Kidney: Review of Literature, and 
Data on 207 Cases. J. E. Rall and H. M. Odel.—p. 399, 

Diabetic Nephropathy. E. I. Zins.—p. 408, 

Albuminuria in Service Recruits: Laboratory Study of 193 Cases 
Referred from Routine Medical Examination. H. B. Salt and W. H. 
McMenemey.—p. 419. 

Acronecrosis Due to Fibrin Thrombi and Endothelial Cell Thrombi. W. 
Pagel.—p. 425. 

Administration of Histamine During Pregnancy: Apparent Lack of 
Clinical Oxytocie Effect with Small Doses. T. W. McElin and B. T. 
Horton.—p. 432. 

"Absorption, Distribution, Excretion and Toxicity of Bacitracin in Man. 
H. A. Zintel, R. A. Ma, A. C. Nichols and H. Ellis.—p. 439. 

Drug Eruptions: Survey of Recent Literature. H. Beerman.—p, 446. 

Medicated External Auditory Canal. N. D. Fabricant.—p. 477. 
Congenital Polycystic Kidney.—Rall and Odel report 

on 207 cases of congenital polycystic disease in 94 male and 

113 female patients between the ages of less than 1 year and 

over 60 years. A family history of polycystic kidney was 

elicited in about one third of the patients and a history of 
questionable familial disease in an additional fourth. Fifty- 
eight of the patients (28 per cent) had dragging abdominal or 
lumbar pain, with some abdominal enlargement in 42 (20 per 
cent). Colicky attacks were not uncommon and were some- 
times associated with hematuria, the result of a ureteral spasm. 
One hundred and forty-six patients (73 per cent) had a blood 
pressure consistently higher than 140 mm. of mercury systolic 
and 90 mm. diastolic. One hundred and fifty patients (72 per 
cent) had palpable, enlarged kidneys on admission. The ocular 
fundi were examined in 105 patients, and changes typical of 
hypertension were observed in 75. Laboratory examinations 
revealed albuminuria and pyuria of varying degrees. The intra- 
venous pyelogram showed elongated calices with some blunting 
and irregularity of outline. The typical patient with congenital 
polycystic disease of the kidney may expect symptoms to appear 
during the fourth or fifth decade of life. He ordinarily will have 

a life expectancy of approximately ten years after the onset of 

symptoms and has a fair chance for a normal life span. The 

average age at death was almost 50 years in the authors’ cases. 

A poor prognosis is indicated by increase in the size of the 


kidneys, increase in severity of symptoms, progression in agg. 
ciated hypertensive vascular disease or advancing impaij 

of renal function. Necropsy in 46 cases revealed frequency of 
unilateral polycystic disease, the common occurrence of agg. 
ciated congenital malformations and differential features between 
infantile and adult polycystic disease of the kidney. 


Toxicity of Bacitracin in Man.—dZintel and co- 
determined the concentrations of bacitracin in the blood serym 
of 33 patients after a single intramuscular injection of 50,09 
units of the drug. The serum concentration usually reached 
maximum approximately two hours after the injection, and 
there was an appreciable bacitracin concentration in the serum 
six hours after the injection. Bacitracin administered systemj- 
cally was readily distributed to pleural and ascitic fluids. Only 
traces of bacitracin were observed in pericardial and cerebro- 
spinal fluids. The urinary excretion of systemically administere 
bacitracin during the first twenty-four hours of treatment was 
studied in 9 patients. Nine to 30.9 per cent of the administered 
bacitracin was recovered in the urine in this initial period of 
therapy. Clinical evidences of the toxicity of the bacitracin 
preparations administered systemically were frequently observed. 
Seven of 20 patients who received approximately 50,000 units 
of bacitracin every six hours, or a total daily dose of 200,00 
units, had local pain and induration, 3 had skin rashes, albu- 
minuria appeared or was increased in 5, and nausea and/or 
vomiting was present in 5. Each of the 5 patients who received 
196,000 to 200,000 units of bacitracin by intramuscular route 
daily for four to thirteen days showed moderate to severe 
diminution in glomerular filtration rate, renal plasma flow, 
maximal tubular excretion of para-aminohippuric acid and maxi- 
mal tubular reabsorption of phosphate. No evidence of liver 
damage was indicated by the liver function studies performed 
on 4 patients who received 200,000 units of bacitracin intra- 
muscularly daily for four to ten days. No significant changes 
were noted in the red blood cell counts or the differential white 
cell counts in 10 patients who were given large amounts of 
bacitracin by intramuscular route over periods of three to nine- 
teen days. The incidence of toxic reactions is high when doses 
as large as 200,000 units per day are given. 1he same tox 
reactions were observed in several patients on a total dose a 
small as 80,000 units. 


American J. Obstetrics and Gynecology, St. Louis 
§8:625-832 (Oct.) 1949. Partial Index 


Histochemical Observations on Granulosa-Cell Tumors, Thecomas, and 
bibromas of Ovary. D. G. McKay, D. Robinson and A. T. Hertig. 
—p. 625. 

Carcinoma of Ovary. M. S. Allan and A. T. Hertig.—p. 640. 

Histologic Appearance of Endocervix During Menstrual Cycle. P. Top 
kins.—p. 654. 

Surgical Treatment of Sterility. R. N. Rutherford, H. M. Lambom 
and A, L. Banks.—p. 673. 

Treatment of Menopause. W. H. Perloff.—p. 684. 

Report on Comparative Studies of Newer Drugs Used for Obstetrical 
Analgesia. E. J. Smith and S. F. Nagyfy.—p. 695. : 

Diffuse Adenosis: Kare Invasive Lesions of Uterus. H. W. Net 
hardt and J. T. Downs.—p. 703. . 

Prevention of Headache After Spinal Analgesia for Vaginal — 
by Use of Hydration and 24 Gauge Needle. B, A. Greene, M. 
smith and S. Lichtig.—p. 709. 

Ovarian Neoplasms in Children. G. Schaefer and E. C. Veprovsky. 
—p. 718. 

Submucous Myoma in Term Pregnancy. H. L. Gainey and J. E. Keeler. 
—p. 727. 

Fetal Mortality Associated with Method of Delivery of Patients = 
Placenta Previa. L. V. Dill, J. B. Sheffery and P. Willson Jr—p 7 
Deciduosis of Cervix and Vagina Simulating Carcinoma. Lapan. 

—p. 743. 
*Occurrence of Uterine Fundus Carcinoma After Prolonged Estroge 


Therapy. A. Vass.—p. 748. 
Associated with Hypertension and Intracranial Hemorrhagt 
M. J. Goodfriend, M. D. Klein and J. M. Smolev.—p. 770. RG 
Bausch, D. H. Kaump an . W. s.—p. ° 
Pyometra: Clinical and Pathologic Study. R. W. DeVoe and L ™ 
Randall.—p. 784. 
End Results in Surgical Treatment of Ovarian Cancer. A. W. Diddle. 
—p. 790. 
Uterine Carcinoma After Prolonged Estrogen Therapy: 
—Vass reports 2 women, aged 50 and 35, in whom carcinom 
of the uterine fundus occurred after prolonged administrate 


of estrogens. In both cases the sequence of events, together wil 
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the known properties of estrogens, strongly suggests an etiologic 
relationship. Cases of this type should be regarded as a warning 

inst the promiscuous use of estrogens, at least until definite 
proof exists that they are not carcinogenic. 


Archives of Pathology, Chicago 
48:281-370 (Oct.) 1949 


‘Relapsing Febrile Nodular Nonsuppurative Panniculitis: Report of Case 
with Review of Literature. W. A. Johnson and S. G. Plice.—p. 281. 

Onkocytic Adenoma of Salivary Glands. D. J. Stump.—p. 287. 

Efiect of Prolonged Intravenous Administration of Dextrose on Beta 
Cells of Islets of Langerhans. S. S. Barron and D. State.—p.' 297. 

Histochemical Demonstration of Lipase in Carcinoma of Lung. K. F. 
Menk and H. Hyer.—p. 305. 

Healed Dissecting Aneurysm. A, S. Conston.—p. 309. 

Iwallergic Encephalomyelitis Produced in Guinea Pigs via_ Intra- 
muscular and Intraperitoneal Injection of Antigen. C. L. Cazzullo 
and A, Ferraro.—p. 316. 

Skeletal Growth and Development in Mice Fed a High Protein Diet. 
M. Silberberg and R. Silberberg.—p. 331. 

The Human Aorta: Sulfate-Containing Polyuronides and Deposition 
of Cholesterol. M. Faber.—p. 342. 

‘Id.: Influence of Obesity on Development of Arteriosclerosis in Human 
Aorta. M. Faber and F, Lund.—p. 351. 

Preinvasive Carcinoma of Uterine Tube. R. R. Greene and G. H. 


Gardner.—p. 362. 
48: 371-490 (Nov.) 1949 

Unusual Malformation of Left Atrium: Pulmonary Sinus. E. Loeffler. 
—p. 371. 

Apical Pneumonic Sears. H. A. MacMillan.—p. 377. 

Coarctation of Aorta with Death from Rupture of Cerebral Aneurysm. 
C. J. E. Wright.—p. 382. 

Severe Adrenal Cortical Atrophy (Cytotoxic) and Hepatic Damage Pro- 
duced in Dogs by Feeding 2,2-Bis (Parachloropheny])-1,1-Dichloroe- 
thane (DDD or TDE). A, A. Nelson and G, Woodard.—p. 387. 

Hepatic Lesions Produced by Lead in Rats Fed a High Fat Diet. H. 
Chiodi and A. F, Cardeza.—p, 395. 

Cardiac Hypertrophy in Experimental Arteriovenous Fistula. H. Wipf 
and H. Brawner.—p. 405. 

Venous Atheroma. E. Geiringer.—p. 410. 

Unusual Forms of Blastomyces Dermatitidis in Human Tissues. J. H. 
Manwaring.—p. 421. 

ae Pigmentosa: Report of Case with Autopsy. J. M. Ellis. 
—p. 426. 

Virus-Like Globules in Cancer Extracts: Electron-Microscopic Studies 
of Thirty Human Tumors. C. A. Hellwig.—p. 436. 

Lead Poisoning Diagnosed by Presence of Nuclear Acid-Fast Inclusion 
Bodies in Kidney and Liver. M. Wachstein.—p. 442. 

Histogenesis of Basal Cell Carcinoma. H. A. Teloh and M. C. 
_ Wheelock.—p. 447, 

Nonlipid Reticuloendotheliosis: Letterer-Siwe Disease: Report of Case. 
W. J. Levinsky.—p. 462. 

Syndromes of Cerebral Arteries. F. Tichy.—p. 475. 


Nodular Panniculitis.—Johnson and Plice report 1 case of 
relapsing febrile nodular nonsuppurative panniculitis in a Negro 
aged 44. It is the thirty-sixth case of this condition recorded in 
the literature, and it agrees in the important clinical and micro- 
scopic characteristics with those reported previously. The 
distribution of the nodules, which were scattered over the arms, 
abdomen, chest, thighs and to a lesser degree the back, was 
typical. The feature of recurrences was well demonstrated, the 
patient having entered the hospital in the fourth relapse. Low 
grade fever (101.4 F.) was present, but never the high, spiking 
temperature reported by some. Leukopenia as reported in about 
one half of the recorded cases was present. There were no 
pitted areas in the skin after healing, probably because of a thin 
panniculus in which the depression would be minimal and easily 
overlooked. There were no acute symptoms. No treatment was 


given, for the patient had improved by the time the diagnosis 


Was certain, 


Obesity and Arteriosclerosis.—Faber and Lund studied 
408 aortas from necropsy material in hospitals and the medi- 
colegal institute of Copenhagen. Two hundred and ninety-five 

the 408 patients, 240 men and 168 women, from whom the 
aortas were obtained were of normal weight and 113 were 

Two hundred and eighteen with normal weight and 41 

obese persons had normal blood pressure; 77 with normal weight 
a 72 obese persons had hypertension. The great increase in 
le degree of sclerosis with rising age makes it necessary to 
— the age factor from the evalution of the sclerosis. The 
se 9 of the cholesterol and calcium content of the vessel 
To el 1 the dry weight of the tissue rises rectilinearly with age. 
eiminate the factor of age the formula for this line had been 
Pee for these three factors. Distribution curves for the 
Weight, the total cholestrol content and the calcium content 


of the intima and media of the aorta around the calculated normal 
line for the 4 groups of persons studied were constructed on the 
basis of the deviations from this line. Comparison of these 
distribution curves showed that hypertension gives a rise above 
what should be expected according to age. Obesity itself has 
no effect on any of the factors studied when the presence of 
hypertension is taken into account. 


Archives of Surgery, Chicago 


59:993-1190 (Nov.) 1949 

Acute Abdeminal Manifestations in Sickle Cell Disease: Report of 3 
Cases, with Laparotomy in 2. P. Crastnopol and C. F. Stewart. 
—p. 993. 

Echinococeal Cysts Obstructing Common Bile Duct: Report of Case. 
T. N. Poore, C. P. Marvin and W. Walters.—p. 1001. 

Chronic Cholecystitis Produced by Division of Sphincter of Oddi. S. 
H. Gray, J. G. Probstein and L. A. Sachar.—p. 1007. 

Threshold of Thermal Trauma and Influence of Adrenal Cortical and 
Posterior Pituitary Extracts on Capillary and Chemical Changes: 
Experimental Study. O. Cope, J. B. Graham, G. Mixter Jr. and M. 
R. Ball.—p. 1015. 

Effect of Therapeutic Cold on Circulation of Blood and Lymph in Ther- 
mal Burns: Experimental Study. J. L. Langohr, L. Rosenfeld, C. 
R. Owen and O. Cope.—p. 1031. 

Circulation of Blood and Lymph in Frostbite and Influence of Thera- 
peutic Cold and Warmth: Experimental Study. L. Rosenfeld, J. L. 
Langohr, C. R. Owen and O, Cope.—p. 1045. 

Explorations into Physiologic Basis for Therapeutic Use of Restrictive 
Bandages in Thermal Trauma: Experimental Study, F. W. Rhine- 
lander, J. L. Langohr and O. Cope.—p. 1056. 

Mortality and Morbidity in Surgery of Biliary Tract: Comparison 
to Two Consecutive Ten Year Periods. W. G. Diffenbaugh and S. 
W. McArthur.—p. 1070. 

Abdominal Operations on Patients with Chronic Paraplegia: Report of 
Case. J. Greenfield.—p. 1077. e 

*Adenomatous Goiters With and Without Hyperthyroidism: Some 
Aspects of Relationship of Microscopic Appearance to Hyperthyroid- 
ism. J. R. Johnson.—p. 1088. 

*Regulation of Longitudinal Bone Growth. S. G. Parker.—p. 1100. 

*Ligation of Vena Cava in Extending Thrombophlebitis. E. E. Cliffton 
and J. C. Neel.—p. 1122. 

Significance of Serosal Arterioles in Resuscitation of Small Bowel. B. 
J. Ficarra.—p. 1135. 

Progress in Orthopedic Surgery for 1946: XIX. Fractures. W. G. 
Stuck, D. H. O’Donoghue, C. R. Rountree and others.—p. 1139. 
Adenomatous Goiter With and Without Hyperthy- 

roidism.—Johnson studied tissues from 338 thyroids ; 165 of these 
were obtained at necropsy and from 58 cases of adenomatous 
goiter without hyperthyroidism removed at operation and from 
115 cases of adenomatous goiter with hyperthyroidism. It was 
required for inclusion in the study that the extra-adenomatous 
thyroid tissue in the surgically removed glands should not have 
the histologic picture of exophthalmic goiter, that is, parenchy- 
matous hypertrophy of more than grade 1. This restriction made 
it reasonably certain that cases of adenomatous goiter with and 
without hyperthyroidism were studied in almost all instances. 
The adenomatous goiters in the surgical series were, on an aver- 
age, much larger than those removed at necropsy, and the aver- 
age age of the subjects was considerably less. The study of the 
necropsy material indicated that nodular thyroid tissue did not 
greatly increase the average weight of the thyroid unless the 
nodules were adenomas. The large thyroid nodules were usually 
adenomas. It would appear from the surgical series that the 
presence of hyperthyroidism does not greatly increase the 
average weight of adenomatous goiters and that the size of 
the adenoma cannot be correlated with hyperthyroidism in this 
series. Analysis of the necropsy material revealed that 4 per 
cent of the adenomas contained malignant growths. This 
observation might be pertinent in indicating whether a small 
adenoma should be removed surgically. In the surgical series 
some correlation was found between the frequency of occur- 
rence of intra-adenomatous parenchymatous hypertrophy and 
the degree of hyperthyroidism. 

Regulation of Longitudinal Bone Growth.—According 
to Parker the longitudinal. growth of long bones is primarily 
dependent on an inherited growth capacity and secondarily on 
the individual endocrine constitution. The secretions of the 
anterior lobe of the pituitary, the thyroid and the gonads are 
environmental factors in normal growth, and the secretions of 
the adrenal cortex may be under certain pathologic stimuli. 
The anterior lobe of the pituitary occupies the “highest order of 
the endocrine system. The secretions of the anterior lobe of 
the pituitary, the thyroid and the gonads all accelerate and 
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intensify the process of skeletal aging but accomplish this by 
each exerting its own effect on the receptor tissue. These three 
organs are dependent on each other for their normal function. 
A specific factor of the anterior pituitary is responsible for the 
maintenance of normal growth; however, a basal level of 
growth can be accomplished in its absence. Thyroxin, by its 
action on metabolism, is primarily concerned with the intensity 
of growth. Androgenic and estrogenic substances aid in the 
cessation of normal growth but are not essential for its 
occurrence. 

Ligation of Vena Cava in Extending Thrombophlebitis. 
—Cliffton and Neel stress that thrombosis is a serious complica- 
tion, because of the frequent deaths due to pulmonary embolism 
and because of the residual edema and ulceration of the leg. 
The prevention of thrombosis is made possible in most instances 
by careful prophylactic measures, including maintenance of 
fluid balance, prevention of stasis, prevention of shock and, in 
surgical cases, the use of technics to minimize damage to the 
tissues. The use of conservative measures will prevent serious 
complications in most instances. These should include the 
immobilization and elevation of the leg and the use of a heat 
cradle, supporting (elastic) bandages and, perhaps, sympathetic 
nerve blocks. Anticoagulant drugs are indicated in a certain 
percentage of cases. Surgical measures will be necessary in a 
small percentage of cases, including ligation of the femoral 
vein of either type, as indicated, and, rarely, ligation of the right 
iliac vein or of the vena cava. When the thrombosis has spread 
into the left iliac vein, or into either iliac vein, with a possibility 
of involvement of the opposite leg, ligation of the vena cava is 
the procedure of choice. Ligation of the vena cava is indicated 
in cases in which there is involvement of both legs to above 
the inguinal region and in cases of pelvic thrombophlebitis 
because of the ease of access, the lack of trauma to the tissues 
and the ease of observation of patholige conditions. In the 2 
cases presented by the authors certain signs were observed 
which had not been stressed previously. With progression of 
the disease process, inguinal pain and then lower abdominal 
pain developed. The pain then rapidly extended high into the 
lumbar region and the loin. It was associated with pronounced 
tenderness in the same area, with muscle spasm and with 
hyperesthesia in the distribution of the lumbar dermatomes. 
Although the authors have no anatomic proof, they believe that 
these symptoms and signs indicate a spread of the occlusive 
process into the vena cava or the lumbar collateral veins and 
so are a direct indication for ligation of the vena cava. 


Bulletin New York Academy of Medicine, New York 
25:605-668 (Oct.) 1949 


Recent Advances in Our Knowledge Concerning the Nephrotic Syn- 
drome. D. Seegal and A, R. Wertheim.—p. 605 

Hypersplenism. C. A. Doan.—p. 625. 

Newer Advances in Gout. D. Adlersberg.—p. 651. 


Canadian Journal Public Health, Toronto 
40:405-446 (Oct.) 1949. Partial Index 


“Outbreak of Poliomyelitis in Canadian Eskimos in Wintertime: Epidem- 
iological Features. A. F. W. Peart.—p. 405. 
“Id.: Laboratory Investigations. A. J. Rhodes, E. M. Clark, A, Good- 
fellow and W. L. Donohue.—p. 418. 
— Promise of National Health Program. F. W. Jackson. 
Poliomyelitis in Eskimos in Winter: Epidemiologic 
Aspects.—The epidemic described by Peart consisted of two 
separate outbreaks. The first may be traced back to July 1948, 
at which time an Eskimo and an Indian girl developed paralytic 
poliomyelitis. These persons lived just north of Churchill. Early 
in September 1948, an Eskimo named Tutu, while returning 
from Churchill to Pistol Bay, visited. many camps en route, in 
the neighborhood of Nunella and Eskimo Point. During the 
first week of October, 2 cases of paralytic poliomyelitis devel- 
oped at Nunella and 3 at Eskimo Point, all of which were in 
camps visited by Tutu. One of those attacked was a missionary. 
Another victim at Eskimo Point was a constable who three 
weeks later, although paralyzed in one extermity, proceeded to 
Padlei. During the latter part of December, 7 paralytic cases 
developed at Padlei, resulting in 2 deaths. All of these cases 
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were from camps visited by the constable. The second anj 
more extensive outbreak of the epidemic developed at Chester. 
field Inlet after the visit, on Jan. 28, 1949, of another miss; 
from Eskimo Point. This man resided at the hospital ang 
visited the patients in the hospital as well as the inmates of the 
Industrial Home. He also visited the population in the settle. 
ment and finally returned to Eskimo Point. There is no douly 
that this missionary had visited the poliomyelitis victims g 
Eskimo Point before his trip to Chesterfield. On February 14 
the first case of poliomyelitis developed at Chesterfield Inlet 
and within seventeen days 54 paralytic cases, with 14 death 
had occurred. This epidemic demonstrates, that poliomyelitis 
can appear in epidemic proportions even in extremely coli 
climates and suggests that the ‘mmunity of the population js 
probably a more important factor in the control of poliomyelitis 
than climatic changes. 

Laboratory Investigations on Poliomyelitis in Eskimos, 
—Rhodes and his associates say that several pathologic spec- 
mens were obtained from Eskimos involved in the epidemic of 


poliomyelitis at Chesterfield Inlet which has been described - 


Poliomyelitis virus, producing typical clinical and _ histologic 
appearance in Rhesus monkeys, was demonstrated in the brain 
and cord in 2 cases of suspected poliomyelitis involving Eskimos 
at Chesterfield Inlet in the winter of 1949. Virus was also 
demonstrated in two stool preparations, and 1 sample of throat 
washings. In all, clinical diagnosis of poliomyelitis was confirmed 
by laboratory tests in 5 of the 7 Eskimo patients who were 
investigated. 


Canadian Medical Association Journal, Montreal 
61:205-338 (Sept.) 1949. Partial Index 


"Studies on Poliomyelitis in Ontario: I. Observations on Apparent 
Infectiousness of Acute Case. N. Silverthorne, M. I. Armstrong, 


F. H. Wilson and others.—p. 241. 
Improved Results in Perforated Peptic Ulcer, O. W. Niemeier. 


—p. 250. 
Resuscitation of Surgical Patient. G. G. Miller and C. B, Ripstein 

—p. 255. 

Changing Concepts in Prostatic Surgery. S. A. MacDonald and R. E 

Powell.—p. 258. 
*Trial of Vitamin E Therapy in Diabetes Mellitus. E. H. Bensley, 

A. F. Fowler, M. V. Creaghan and others.—p. 260. 

Medical Management of Bronchial Asthma. P. W. Hardie.—p. 264. 
Pathology and Treatment of Post-Phlebitic Leg and Its Complice 

tions. J. C. Luke.—p. 270. 

Penicillin in Treatment of Pre-Natal Syphilis. E. A. Morgan.—p. 275. 
Method of Treatment of Urethral Strictures. R. G. Reid and GC A 
Moore.—p. 278. 
Chronic Duodenal Ulcer: 
and Surgical Treatment. 
Some Experiences with After Care of Poliomyelitis. 
burn.—p. 286. 
Superficial Ulnar Artery with Reference to Accidental Intra-Arterial 

Injection. J. W. Hazlett.—p. 289, - 

Treatment of Essential Hypertension. E. M. Heller.—p. 293. 
Iontophoresis of Pyribenzamine in Allergic Rhinitis. T. H. Aaron 

—p. 301. 

Inhibition of Chloroform-Adrenaline Fibrillation by Antihistaminies B. 

A. Levitan and H. J. Scott.—p. 303. 

Infectiousness of Acute Case of Poliomyelitis.—Silver- 
thorne and associates studied from year to year the behavior | 
poliomyelitis in the farming area of Dufferin County, Ontario, 
Canada, with a population of 14,000. During the summer and 
autumn of 1948, the first year of the study, 28 probable cases of 
poliomyelitis were investigated. Four of these patients wert 
paralyzed, 8 had the nonparalytic form, and the remainder (16) 
had the minor type, not being confined to bed. There weft 
4 examples of the dromedary type of illness, and in 3 of these 
patients, the second period took the form of a minor illness. 
Laboratory confirmation of the clinical diagnosis of poliomyelitis 
was sought by monkey inoculation of stool extracts. 
myelitis virus was isolated from 7 of 16 patients whose = 
were collected within three weeks of the date of onset 
symptoms; one pool of 4 additional stools also’ proved positive 
for poliomyelitis virus. Two of the isolations of virus were from 
the stools of patients with minor illness. Serologic tests did o 
suggest the prevalence of infections likely to be mistaken J 
poliomyelitis. Careful inquiries were made in every case 
trace the possible source of infection. The observations $ 
that the disease was spread chiefly by close contact between 
children. The infectious period extended from eight days before 


with References to Hormonal Influences 


F. A. B. Sheppard.—p. 280. 
F. H. H, Mew 
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the onset of symptoms to eleven days thereafter. The child 
suffering from a minor illness plays a most important role in the 
of poliomyelitis. The incidence of clinical poliomyelitis 
in the families of 25 primary cases was investigated. None of 
the 52 adults became sick, and only 3 of the 55 children; this 
gives a secondary attack rate of 2.8 per cent in family members. 
In 3 instances children attended school in the infectious period 
immediately before the onset of symptoms. Of the total 112 
contacts exposed to these cases, probably only 1 contracted 
clinical poliomyelitis. 
Vitamin E Therapy in Diabetes Mellitus.—Bensley and 
associates treated 35 patients having diabetes with vitamin E 
given as a concentrate of mixed tocopherols and a concentrate of 
D, alpha-tocopheryl acetate. Twenty patients were given placebos. 
Elevation of the plasma tocopherol level was the only demon- 
strable effect which could be attributed to vitamin E therapy. 
No evidence was found to support the view that vitamin E is of 
value in the treatment of diabetes mellitus. 


Florida Medical Association Journal, Jacksonville 
36:193-256 (Oct.) 1949 


‘Early Ambulation of Low-Fused Back. R. Miller, N. C. McCollough 
and E, L. Jewett.—p. 211, 

Modern Concepts in Prevention and Treatment of Puerperal Infection. 
H. L. Pearson Jr.—p. 215. 

Diagnosis and Treatment of Infertility. O. A. Ellingson.—p. 219. 


Industrial Dermatitis in Florida. J. M. McDonald.—p. 223. 
Diagnosis an! Early Treatment of Poliomyelitis. W. F. Friedewald. 


p. 225. 


Early Ambulation in Spinal Fusion.—Miller and his 
associates made possible earlier ambulation after spinal fusion 
as a primary operation or combined with the removal of an 
intervertebra! disk by the following type of operation. The 
spinous processes, laminas and facets are subperiosteally exposed 
in the usual manner through a lower midline incision. Block 
grafts are inlaid across the facets, and the laminas are feathered 
according t) the methods of Hibbs. Iliac bone is used as an 
interlocking graft of the H or clothespin type, which is put in 
tightly bet\cen the spinous processes with the patient in acute 
flexion. This flexion is also increased by use of a spreader 
on the laminas, which forces the spinous processes and laminas 
apart, and the graft is then inserted. After this the spine is 
extended into the normal prone position, and the vertebrae are 
then tested ior their stability. If the grafts are not stable, they 
are removed and readjusted so that they become stable. Numer- 
ous cancellous grafts are then placed around and between the 
block graits in order that these may become more productive 
of bone. After closure the patient is returned to his bed on a 
fracture board with a firm mattress. Nursing care is simplified 
by the fact that as soon as the patient recovers from the 
anesthetic he may be rolled from side to side and lie on his 
face if he desires. Graduated ambulation with a special brace 
is permitted in about three weeks. The authors report 27 patients 
treated by the described method in the last thirteen months. 
In 1 patient the results were poor, because the brace was 
removed too early. A number of patients are back at their 
regular work without a brace. The more recently treated 
patients are wearing their braces during the day and are 
asymptomatic. Some of these are doing light work. 


Gastroenterology, Baltimore 
13:205-274 (Sept.) 1949 


lectrophoretic Studies of Serum Proteins in Portal Cirrhosis. W. E. 
epsticketts, K. Sterling, J. B, Kirsner and W. L. Palmer.—p. 205. 


, Dumping Syndrome: What Makes It and How to Avoid It. 
W. C. Alvarez.—p, 212, 


Sex as Constitutional Factor for Susceptibili i 
t 
Ivy and C. G. Martin.—p, 215. pet 


ies with Bromsulfalein: II. Factors Altering Its Di 
ow Blood After Single Intravenous Injection. A. I. *Mendelot, 

Aramer, F, J, Ingelfinger and S. E. Bradley.—p. 222. 
TMamine Deficiency, Pyruvate Metabolism and Acid Secretion in 
Se Stomachs in Vitro. H. W. Davenport and B. Jones.—p. 235. 
— Dumping Syndrome.—Alvarez says that his observa- 
fac the dumping syndrome extend over thirty-five’ years. 
3 cm can be observed in hypersensitive, overly reactive 
ye neurotic persons who have not had any operation on 
stomach. In them, it appears to be due to the rapid outpour- 


ing of food through a patulous pylorus. Hypersensitive persons 
with exaggerated reflexes are likely to have a dumping right 
after eating. Some persons get it if they drink some fluid like 
chocolate to which they are allergically sensitive. One can easily 
produce the dumping syndrome by running food into a jejunal 
fistula too fast, too cold or too full of sugar. The worst 2 
instances of the dumping syndrome observed by the writer were 
met with in a mother and daughter, both hypersensitive and 
neurotic. The dumping syndrome is produced in some overly 
sensitive persons by a bowel movement. It is due to a “storm” 
in autonomic nerves. The logical treatment for the dumping 
syndrome is (1) to quiet the nerves of the patient by rest, (2) to 
give food while the person is reclining quietly, (3) to avoid giving 
fluids at mealtime, (4) to give first a piece of dry toast “to 
plug the hole,” (5) to have the patient eat slowly, (6) to give 
food that is at body temperature and (7) to keep it fairly isotonic 
by avoiding much sugar. 


Geriatrics, Minneapolis 
4:271-332 (Sept.-Oct.) 1949 


*Endocrine Treatment of Alcoholism. J. W. Tintera and H. W. Lovell. 
Old Howell.—p. 281. 
New Skin Treatment for Incontinent Patient: Preliminary Report. G. 

Nagamatsu, T. Johnson and M., E. Silverstein.—p. 293. 

Use of Digitalis in the Aged. A. Mueller-Deham.—p. 303. 
Sickle-Cell Anemia in Patients Over Forty-Five: Report of 2 Cases. 

PF. Fetter and T. G. Schnabel.—p. 309. 

*Priscoline and Arteriosclerotic Peripheral Vascular Disease. M. P. 

Rogers.—p. 315. 

Endocrine Treatment of Alcoholism.—Tintera and Lovell 
observed two distinct groups in their work with alcoholic patients. 
The first consisted of younger males, who were asthenic in 
habitus, with soft, smooth faces and little or no chest hair, 
hypotensive and not infrequently gynecomastic. These patients 
had the triad of hypoglycemia, low 17-ketosteroids and low 
androgens. They had varying degrees of hypoadrenocorticism. 
Persons so constituted usually have a low tolerance to alcohol 
and are likely to become alcoholic at an early age. The second 
group was comprised of persons without preexisting hypoadreno- 
corticism who, through alcoholic indulgence, caused damage to 
the adrenal cortex and to the other glands involved in the 
metabolism of carbohydrates. These alcoholic patients nearly 
always exhibited hypoglycemia during their dry period. The 
authors believe that when the blood sugar falls to a certain 
low devel a craving for alcohol results. The consumption of 
alcohol produces initial hyperglycemia but eventually leads to 
hypoglycemia. Continued drinking further decreases the blood 
sugar, the liver glycogen stores become depleted and fatty 
infiltration of the liver occurs. In this state the liver is unable 
to detoxify the estrogens, and sex changes found in chronic 
alcoholism result, e. g., gynecomastia, loss of hair and gonadal 
atrophy. The method instituted by the authors for the treat- 
ment of acute alcoholic states consists in the intravenous admin- 
istration of 30 cc. of adrenal cortical extract in three divided 
doses during the first twenty-four hours, 20 cc. in two doses 
during the second twenty-four hour period, then one single 
injection of 5 cc. to 10 cc. daily for three days. Hospitalization 
is always desirable; there is seldom need for hospitalization in 
even the most severe cases of acute alcoholism beyond the fifth 
day. After discharge from the hospital, 2 cc. to 5 cc. of the 
adrenal cortical hormone are given intramuscularly twice a 
week for three weeks and then at weekly intervals for an indefi- 
nite period. Sedation is usually unnecessary, because with the 


first injection of adrenal cortical extract the patient experiences 


a pleasant sensation of warmth and relaxation. Vitamins appear 
to be of little or no importance. Insulin, androgen, with or 
without estrogen, and a diet high in fat, moderate in protein 
and low in carbohydrate may be useful adjuncts to treatment. 
The alcoholic patient is advised to identify himself with Alco- 
holics Anonymous. 

Arteriosclerotic Peripheral Vascular Disease.—Rogers 
says that besides the cardiac involvement seen in generalized 
arteriosclerosis, perhaps the most common syndrome is that of 
arteriosclerotic peripheral vascular disease. The patient seeks 
help because of pain and aching in the calves of his legs on 
walking and/or night cramps or “restless legs.” Further ques- 
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tioning usually reveals that he is bothered with cold feet. Drugs 
with sympatholytic properties received most attention. Tetra- 
ethylammonium chloride proved to have sympatholytic properties, 
but it must be administered intramusclarly or intravenously. 
Priscoline® (2 benzyl 4,5 imidazoline) has the advantage that 
it may be given orally, intramuscularly or intravenously. The 
author reports observations on 15 patients with arteriosclerotic 
obliterative disease given priscoline® tablets orally. The patients 
were given 25 mg. doses three to five times daily. With the 
exception of 3 patients none had side effects after -the first 
seventy-two hours. The author cautions that a dose of 25 mg. 
of priscoline® may produce some acceleration of the heart and 
an increase in the systolic blood pressure of approximately 
8 mm. of mercury. In such a case, it might be well to begin 
with 25 mg. of priscoline® taken with the meal, and after forty- 
eight hours the interval between doses may be cautiously 
shortened. The circulation in the extremities was increased, 
thereby allowing the patients a much more active existence and 
delaying the sequelae of a progressive arterial obliteration. The 
drug is not a panacea for all arteriosclerotic patients, but it is a 
ray of hope for many. 


Illinois Medical Journal, Chicago 
96:153-212 (Sept.) 1949 
Lessons Learned in Effingham Hospital Fire. W. J. Gillesby.—p. 173. 
Acute Appendicitis with Perforation: Review of Literature. C. J. 


Weigel.—p. 175. 
*Forty-Two Cases of Poliomyelitis in Centralia, 1949. H. J. Levine. 


—p. 178. 
Battle for Survival. C. Whitaker.—p. 180. 
Studies on New Pyrogen Fever Treatment. W. Lonsen and E. Liebert. 


—p. 186. 
Antenatal Thrombosis. M. Weiss and S. J. Turner.—p. 191. 


Acute Hydramnios. J. B. Teton.—p. 194. 
Coexistence of Pernicious Anemia and Chronic Lymphatic Leukemia. 


J. Mason and S. O. Schwartz.—p. 197. 

Poliomyelitis.—According to Levine, 42 cases of polio- 
myelitis were diagnosed and confirmed during a five week 
period in July and August, 1949, in Centralia, Ill. During an 
epidemic of poliomyelitis, all acutely ill patients, particularly 
those with fever, should be suspected of having poliomyelitis 
until a definite diagnosis is made. Lumbar puncture should 
be done when the slightest degree of nuchal rigidity is 
found. Careful consideration should be given to any involve- 
ment of the nervous system during an acute infection. All 
patients should be examined from head to foot. Sudden 
tremors of the hands should be suspected as an important sign 
of poliomyelitis. Clinical symptoms as well as spinal fluid 
changes should be taken into account when a diagnosis is made. 
There will be times when clinical observations will be the only 
basis for a diagnosis of poliomyelitis. 


Journal of Aviation Medicine, St. Paul 
20: 287-380 (Oct.) 1949 


Effect of Crouch Position on Increase in Tolerance to Positive Accelera- 
tion Afforded by Antiblackout Suit. V. M. Downey, F. V. Lorentzen 
and E. H. Lambert.—p. 289. 

Human Timefactor in Flight: Latent Period of Optical Perception 
and Its Significance in High Speed Flying. H. Strughold.—p. 300. 
Comparison of Physiologic Effects of Positive Acceleration on Human 

Centrifuge and in Airplane. E. H. Lambert.—p. 308. 

Physiologic Responses of Airmen on Long-Ranged Flights in Arctic. 
E. M. Narsete.—p. 336. 

Note on Trajectory of Ejectable Seat. R. Noble, E. S. Mendelson and 
J. R. Poppen.—p. 343. 

Study of Reaction Time to Light and Sound as Related to Increased 
Positive Radial Acceleration. A. A. Canfield, A. L. Comrey and R. 
C. Wilson.—p. 350. 

Barotitis Media, Hypoxia, Airsickness and Bends in U. S. Eighth Air 
Force During World War II. J. A. Rafferty.—p. 356. 

Life Expectancy of Career Flyers. J. A. Rafferty and S. J. Cutler. 
—p. 360. 

Emotional Background of Myopia. J. P. Dobson.—p. 365. 

*Dramamine in Pilots. S. W. Simon and L. E. Seyler.—p. 371. 


Dramamine in Pilots.—Simon and Seyler gave dramamine 
to crew members (excluding pilots) during cross country trips. 
The air was rather turbulent at times, but air sickness was well 
controlled. Every man who took the drug felt that he had 
less air sickness than when previously exposed to the same 
amount of turbulence. About 50 per cent of those using the 
drug complained of excessive drowsiness. Some, who had never 
done so before, slept during the entire flight. Some of those 


who had to stay awake admitted that they had to fight sleep. 
Pilots should know that the drug is likely to cause drowsiness 
Dramamine is chemically related to the antihistaminic drugs 
Seyler maintains that it is the antihistaminic radical which 
causes the drowsiness. Possibly amphetamine might counteract 
this tendency, but then that is assuming that the anti-motion. 
sickness action is not one of sedation, which remains to fe 


proved. 


* Journal of Experimental Medicine, New York 
90: 273-372 (Oct.) 1949 

Plasma and Red Cell Radioiron Following Intravenous Injection: Tyg. 
pentine Abscesses in Normal and Anemic Dogs. C. L. Yuile, € ¢. 
Bly, W. B. Stewart and others.—p. 273. 

Electron Microscope Study of Nerves Infected with Human Poliomyelitis 
Virus. E. De Robertis and F. O. Schmitt.—p. 283. 

Electron Microscope Analysis of Nerves Infected with B Virus. E. De 
Robertis.—p. 291. 

Use of Radioactive Lysine in Studies of Protein Metabolism: Synthesis 
and Utilization of Plasma Proteins. L. L. Miller, W. F. Bale, C, L. 
Yuile and others.—p. 297. 

Hemoglobin Labeled by Radioactive Lysine: Erythrocyte Life Cycle. 
W. F. Bale, C. L. Yuile, L. DeLaVergne and others.—p, 315, 
Production of Fever by Influenzal Viruses: I. Factors Influencing 
Febrile Response to Single Injections of Virus. R. R. Wagner, L L. 

Bennett Jr. and V. S. LeQuire.—p. 321. 

Id.: Il. Tolerance in Rabbits to Pyrogenic Effect of Influenzal Viruses, 
I. L. Bennett Jr., R. R. Wagner and V. S. LeQuire.—p. 335. 

Antibody Response of Patients with Poliomyelitis to Virus Recovered 
from Their Own Alimentary Tract. A. J. Steigman and A, B 
Sabin.—p. 349. 


Journal Industrial Hygiene & Toxicology, Baltimore 
31:235-310 (Sept.) 1949 


Physiological Response of Animals to Trichloroacetonitrile Administered 
Orally, Applied on Skin or Inhaled as Vapor in Air. J. F. Treon, 
kK. V. Kitzmiller, H. Sigmon and others.—p. 235. 

Industrial Physician and Workmen's Compensation—Current Trends 
in Compensation Legislation. T. C. Waters.—p. 251. 

Range-Finding Toxicity Tests on Propylene Glycol in Rat. J. F. 
Thomas, R. Kesel and H. C. Hodge.—p. 256. 

Carbon Monoxide-Hemoglobin Levels of Workers Employed in Air 
plane Engine Repair Shops. H. I. Chinn.—p. 258. 

Incidence of Diabetes Mellitus Among Applicants for Employment at 
Industrial Plant. G. M. Hemmett.—p. 261. 

New Method of Evaluating Disability in Silicosis and in Other Condi- 
tions of Lungs and Circulation. P. Pelnar.—p. 264 

Industrial Physician and Health Insurance—Retirement, Group Life 
and Disability Insurance. G. W. Fitzhugh. 
—p. 277, 

*Non-Occupational Berylliosis. M. Eisenbud, R. C. Wanta, C. Dustan 
and others.—p. 282. 

Burns of Skin Produced by Trichloroethylene Vapors at Room Tempera 
ture. C. C. Maloof.—p. 295. 

Dermatological Injuries by Ethylene Oxide. R. J. Sexton and E. V. 
Henson.—p. 297. 

Effect of BAL on Experimental Lead, Tungsten, Vanadium, Uraniam, 
Copper and Copper-Arsenic Poisoning. L. M. Lusky, H. A. Bram 
and E. P. Laug.—p. 301. 

Nonoccupational Berylliosis.—Eisenbud and associates 
state that a number of persons having symptoms consistent with 
those of chronic pulmonary granulomatosis as seen in beryllium 
workers were reported in the later part of 1947 among residents 
in the vicinity of a plant producing beryllium compounds. A 
Commission in cooperation with the management of the plant 
attempted to determine the medical and environmental factors 
involved in the reported cases. Eleven persons showing chronic 
beryllium poisoning (berylliosis) have been reported among 
residents in the vicinity of a beryllium-producing plant. None 
gave a history of occupational exposure to beryllium. Ten @ 
the affected persons resided within 34 mile of the plant. The 
distribution of the cases of berylliosis with respect to the 
indicates that the incidence of disease was a function of 
concentration of the element to which the residents were exposed 
The eleventh patient resided almost 2 miles from the plant and 
was a member of the household of an employee of this beryllium 
plant. This patient’s disease is believed to have resulted from 
atmospheric contamination introduced to the household by wot 
clothes of the employee. Based on air analyses made durm 
simulated home cleaning of work clothes, a daily laundering @* 
result in the inhalation of 17 micrograms “of beryllium. An # 
analysis program conducted in the vicinity of the plant 
data on the levels of atmospheric contamination. The conce® 
tration at % mile is of particular interest, because the lowe 


concentrations beyond this distance have not produced knows 
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cases in the seven years that this plant has been in operation. 
It is estimated that the average concentration }4 mile from the 
plant during this period ranged from 0.01 to 0.1 microgram per 
cubic meter. The intoxications appear to have resulted from expo- 
sure prior to 1946, when the 34 mile concentration is estimated to 
have been approximately 0.1 microgram per cubic meter. The 
plant in question has had a comparatively low incidence of beryl- 
jiosis, despite the relatively high exposure to atmospheric 
contamination within the plant. No satisfactory explanation can 
be given for this discrepancy, but the specific toxicity of the 
“neighborhood” contamination may be enhanced by smaller 
particle size than would be expected within the plant. 


Journal of Investigative Dermatology, Baltimore 
13:109-156 (Sept.) 1949 


Contact Allergic Dermatitis Due to Procaine Fraction of Procaine [’eni- 
cillin. S. M. Peck and F. F. Feldman.—p. 109. 

Topical Chlorophyll Therapy in Dermatoses. I. Zeligman.—p. 111. 

Aureomycin Employed Locally in Painful Mouth Ulcerations (Stomatitis 
Aphthosa or Periadenitis Mucosa Necrotica Recurrens). I. H. Dis- 
telheim and M. B. Sulzberger.—p. 115. 

Evaluation of Topical Dichloroxyquinaldine (Sterosan) as Therapeutic 
Agent in Dermatology. A. J. Tronstein.—p. 119. 

Histopathology of Experimental Eczema (Allergic Contact-Type iEcze- 
matous Dermatitis) in Man: Study by Technics of Silver Impregna- 
tions of Rio Hortega with Special Reference to Early Microscopic 
Lesions. M. Polak and A. M. Mom.—p. 125. 

Routine Cultural Identification of Microsporum Ringworm of Scalp. 
A. M. Kligman and G, Rebell.—p. 135. 

Diatrin Hydrochloride: Clinical and Toxicologic Studies of New Anti- 
histaminic Agent. F. C. Combes, R. Zuckerman and O. Canizares. 
—p. 139. 

Studies of Acute and Chronic Toxicity of Undecylenic Acid. G. W. 
Newell, A. K. Petretti and L. Reiner.—p. 145. 

Therapeutic Assays of the New York Skin and Cancer Unit, Post 
Graduate Medical School, New York University—Bellevue Medical 
Center: Assay I1I—Aurol-Sulfide (Hille). F. Pascher, M. G. Sil- 
verberg, L. W. Loewenstein and H. H. Sawicky.—p. 151. 


Journal-Lancet, Minneapolis 
69:291-340 (Sept.) 1949 
Saddle Block Anesthesia in Obstetrics. G. W. Hunter, D. F. Nelson 


and C, B. Darner.—p. 291. 
Urological Complications in Obstetrical Practice. B. C. Corbus Jr. 


—p. 294. 
69: 341-376 (Oct.) 1949 
CANCER: SYMPOSIUM 
Cancer Problem Today. O. H. Wangensteen.—p. 344. 
Carcinoma of Lung: Bronchial Secretion Studies in Early Diagnosis. 
A. Dodds.—p, 351. 
Cytologic Diagnosis of Carcinoma. J. R. McDonald and L. B. Wool- 
ner.—p. 355. 
Carcinoma of Larynx. J. A. Hilger.—p. 358. 
Surgical Therapy for Duodenal Ulcer. A. L. Cameron.—p. 360. 
Infectious Mononucleosis. C. J. D. Zarafonetis.—p. 364. 


Journal of the Mount Sinai Hospital, New York 


16: 137-206 (Sept.-Oct.) 1949 
asso Consequent to Traumatic Shock. T. B. Mallory. 
*Amyotonia Congenita: Report of Three Cases with Review of Literature. 
J. A. Epstein.—p. 149, 
Tuberculoma of Brain Associated with Sickle Cell Anemia. P. S. Berg- 
man and R. M. Berne.—p. 175. 
Coincidental Pseudomucinous Cystadenocarcinoma of Ovary and Adeno- 
carcinoma of Rectosigmoid Colon: Report of Case. H. D. Zeifer 
= M. 184, 
ymyxin Effective in Treatment of Pyocyaneus Sepsis: Report of 
— _R. S. Wallerstein and E. B. Schoenbach.—p. 190. 
ruction of Common Bile Duct Caused by Eroding Gallstone: Report 
of Two Cases. D. Orringer.—p. 197. 


Atkin abt Of Its Pathogenesis: Preliminary Report. A. M. 


a of Arterial Puncture. S. J. Megibow and L. Blum. 
eum Pathology Consequent to Traumatic Shock.— 
Mallory observed a standard pattern of recognizable changes 
™m patients with traumatic shock who survived a minimum of 
Me oy hours after injury. This consisted of fat vacuolation 
liver myocardium, of the central cells of the lobules of the 
and of the ascending limbs of Henle’s loops in the kidney. 
doubly refractile lipid of the zona fasciculata in the adrenal 

. ame depleted after the same interval. These changes 
Persisted in all four organs for three days after injury. A 
to return to normal could be demonstrated from the 

fourth day onward in cases uncomplicated by infection. The 
imeidence of this pattern of changes proved significantly higher 
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in shock cases than in a variety of control material. These 
changes constitute evidence of parenchymatous injury produced 
by shock. A fifth lesion, named by Lucké lower nephron 
nephrosis, appeared in a smaller but significant proportion of 
shock cases. A correlation between the severity of shock and 
the frequency of this lesion indicates that shock is an important 
factor in its development. 

Congenital Myotonia.—Epstein reports 3 cases of amyo- 
tonia congenita in 2 male infants aged 7 and 3 months, respec- 
tively, and in 1 female infant aged 21 months. All 3 patients 
presented the usual atonia, absence of reflex responses and 
immobility. The clinical course and the necropsy findings 
indicate that there is a congenital deficiency of the entire motor 
apparatus from the cells of Betz of the precentral convolution 
to the motor end plates and striated muscle fibers of the 
effector mechanism. The essential pathologic features include 
a diminution in the number of pyramidal cells in the third and 
fifth layers of the precentral gyrus, including an absence or 
pronounced reduction in number of the giant cells of Betz. 
The usual grouping of the neurons in the ventral horns is 
absent. There is a paucity of cells, persisting only as occa- 
sional, small, stellate, deeply staining elements with few proc- 
esses. Cells resembling neuroblasts are present both in the 
cortex and in the nuclei of the medulla and pons. The ventral 
roots are deficient in medullated fibers when compared with 
the normal number of myelinated fibers in the dorsal roots. 
This discrepancy is further evidenced in the cauda equina. 
Motor end plates are present only on the muscle fibers of 
normal size and have never been observed on the small, 
embryonic fibers which form the outstanding pathologic feature 
of the voluntary muscles. The diaphragm is the only striated 
muscle to retain its normal appearance. These observations, 
together with the absence of evidence of degeneration, inflam- 
mation or gliosis suggest that amyotonia congenita is due to a 
failure of development and maturation of the voluntary motor 
components of the central nervous system before neurotization 
of the skeletal musculature has been established. 


Journal Pharmacology & Exper. Therap., Baltimore 


96:343-492 (Aug. [Part I]) 1949. Partial Index 


Comparison of Effects of Ether and Cyclopropane Anesthesia on Renal 
Function of Man. C. H. Burnett, E. L. Bloomberg, G. Shortz and 
others.—p. 380. 

Pharmacological Study of N-Methyl-N’-(4-Chlorobenzhydryl) Piperazine 
Dihydrochloride—New Antihistaminic. J. C. Castillo, E. J. De Beer 
and S. H. Jaros.—p. 388. 

Pharmacological Actions of Tetraethylpyrophosphate and Hexaethyltetra- 
phosphate. A. S. V. Burgen, C. A. Keele and D. Slome.—p. 396. 

Pharmacology of Thiocyanobenzoic Acids. S. A. A. Tawab, C. J. Carr 
and J. C. Krantz Jr.—p. 416. 

Studies on Veratrum Alkaloids: VIII. Veratramine, Antagonist to 
Cardioaccelerator Action of Epinephrine. O. Krayer.—p. 422. 

Effect of Detergents on Various Structures, with Special Reference to 
Muscle and Ganglion. E. Huidobro and P. Atria.—p. 438. 

Antifilarial Action of Cyanine Dyes: II. Selection of 1'-Ethyl-3, 
6-Dimethy]-2-Phenyl-4-Pyrimido-2’-Cyanine Chloride ($863) for Further 
Study as Potential Antifilarial Agent. L. Peters, A. D. Welch and A. 
Higashi.—p. 460. 


96:217-310 (Aug. [Part II]) 1949 


es of Barbiturates. E. W. Maynert and H. B. van Dyke. 

—p. 217. 

Spinal Cord Depressant Drugs. F. M. Berger.—p. 243. 

Pharmacological Activity of Epinephrine and Related Dihydroxypheny]- 
alkylamines. A. M. Lands.—p. 279. 


97:1-124 (Sept.) 1949. Partial Index 


Anesthesia: XXXIV. Chemical Constitution of Hydrocarbons and Car- 
diac Automaticity. C. J. Carr, R. M. Burgison, J. F. Vitcha and 
J. C. Krantz Jr.—p. 1. 

Metabolism of Histamine. A. Urinary Excretion Following Oral Admin- 
istration. B. Conjugation In Vitro. R. C. Millican, S. M. Rosenthal 
and H. Tabor.—p. 4. 

Curariform Activity of N-Methylberbamine and N-Methylisotetrandine. 
D. F. Marsh and D. A. Herring.—p. 19. 

Fate of Acetophenetidin (Phenacetin) in Man and Methods for Esti- 
mation of Acetophenetidin and Its Metabolites in Biological Material. 
B, B. Brodie and J. Axelrod.—p. 58. 

Assay of Curare by Rabbit “Head-Drop” Method. R. F. Varney, C. 
R. Linegar and H. A. Holaday.—p. 72. 

Metabolic Transformations of Trichloroethylene. T. C. Butler.—p, 84. 

Streptomycin: Clearance and Binding to Protein...G, E. Boxer, V. C. 
Jelinek and A. O. Edison.—p. 93. 

Further Observations on Effect of Rutin and Related Compounds 
on Cutaneous Capillaries. A. M. Ambrose and F. DeEds.—p, 115. 
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Laval Médical, Quebec 
14:837-978 (Sept.) 1949 
"Cystic Disease of Lungs. R. Desmeules.—p. 837. 
Mycosis Fungoides with Late Single Tumor. M. Beaudry.—p. 855. 
Case of Neuroblastoma. B. Fortier and R. Turcot.—p. 861. 

Cystic Disease of Lungs.—Desmeules reports 10 cases of 
cystic disease of the lungs in 5 adults, 3 women and 2 men 
between the ages of 32 and 63, and in 5 boys between the ages 
of 2% and 14 years. Cystic disease of the lung is not as rare 
as was formerly believed. Diagnosis may be established by 
clinical history, roentgenologic exploration, bronchoscopy and 
occasionally with the aid of pleuroscopy. The linear demarca- 
tion of the outlines of the fluid or air contents of the cyst 
represents the fundamental element of diagnosis. Asymptomatic 
cysts which are not infected and are small in volume should 
not be operated on. Medical control and repeated roentgeno- 
graphic examination are advised in cases of this type. There 
is no proof of latent cysts being transformed in malignant neo- 
plasms which would make surgical intervention indispensable. 
Expectant treatment is objectionable. Lobectomy or pneu- 
monectomy is suggested for cases with signs of compression or 
in the presence of an infectious complication. 


Michigan State Medical Society Journal, Lansing 
48:1201-1312 (Oct.) 1949 


Clinical X-Ray Conference on Lesions of Colon. B. R. Van Zwalenburg, 
L. A. Ferguson and E. F, Ducey.—p. 1241. 

Feeding Problems in Infancy Including Demand Feeding. E. H. Wat- 
son.—p. 1251. 

How Do You Know Your Patient is Food Sensitive? T. G. Randolph. 
—p. 1253. 

Diaphragmatic Hernia. J. W. Strayer.—p. 1237. 

Nervous Indigestion. W. L. Palmer.—p. 1264. 

The Art of Living. H. Aach.—p. 1267. 

Practical Office Procedures in Gynecology. W. J. Reich and M. J. 
Nechtow.—p. 1272. 

New Treatment of Varicose Ulcer: Report of 8 Cases. L. Green and 
A. A. Klein.—p. 1275. 

Evaluation of Post-Menopausal Bleeding. W. J. Reich and M. J. Nech- 
tow.—p. 1277. 

Safety Factors for Radium-Containing Static Eliminators: Used in 
Printing and Allied Industries. K. E. Corrigan, H. S. Hayden and 
J. O. Reed.—p. 1279. 


New Treatment of Varicose Ulcer.—Green and Klein 
are of the opinion that allergy plays an important part in the 
development of varicose ulcer. They cite the case of a patient 
who had a large varicose ulcer and severe dermatitis medica- 
mentosa surrounding the ulcer. The ulcer had been present 
for two months and had been treated with many types of local 
applications. She was given tripelennamine hydrochloride 
(pyribenzamine®) in doses of 50 mg. four times daily 2nd 
advised to discontinue all local treatment. Pain and dermutitis 
disappeared rapidly, and at the end of five weeks the ulcer was 
completely cured. More than a year later there had been no 
recurrence. The same treatment was used in 9 other cases, 
and cure was obtained in 7 patients, while 2 are still under 
treatment. Tripelennamine hydrochioride was given in doses of 
200 to 500 mg. daily. The authcrs feel that the method of 
treatment is so simpie that it should at least be given a tria! 
before or with other treatment. 


Military Surgeon, Wasliington, D. C. 
105:191-272 (Sept.) 194°. Partial Index 


Medical Evacuation System in Theater of War. J. R. Darnall.—p. 191. 

Tendon Grafts in Hand. C. J. Waguer.—p. 196. : 

Use of Tibial Bolts. W. C. Basom, L. W. Breck and M. H. Leonard. 
—p. 200. 

Ventral Hernia: Repair by Means of Multiple Pedicled Fascial F:aps. 
P. Matlin.—p. 203. 

Hearing Changes During Pilot Training. B. H. Senturia.—p. 205. 

Response of Keratosis Blennorrhagica to Penicillin. W. W. Hiehle and 
A. K. Hamp.—p. 211. 

Foreign Bodies in Rectum: Case Report. W. P. Kleitsch.—p. 215. 

Fracture of Inner Malleolus of Ankle with Emphasis on Treatment of 
Non-Union. C. J. Sutro.—p. 220. 

Pilonidal Cyst and Sinus (Preliminary Report). W. P. Kleitsch.—p. 234. 

Subdeltoid Bursitis. P. E. Wylie.—p. 237. 

Erythermalgia (Erythromelalgia) of Extemities in Soldier. J. J. Silver- 
man.—p. 240. 


Fett 


Missouri State Medical Assn. Journal, St. Louis 
46:621-684 (Sept.) 1949 

Responsibility of Physician in Management of Premature Labor ang 
Early Neonatal Care of Infant: Analysis of 300 Consecutive Pre. 
mature Labors. F. R. Lock and D. L. Whitener.—p. 637. 

Use of Anticoagulants in Treatment of Diseases of Heart and 
Vessels with Special Reference to Long Term Anticoagulant Therapy 
W. T. Foley.—p. 643. : 

Electrocardiographic Changes in Coronary Artery Disease. P. S. Barker 
—p. 646. 

Management of Prostatism. J. F. Patton.—p. 649. 


New England Journal of Medicine, Boston 
241:511-550 (Oct. 6) 1949 


National Health Service—Recommendations of Hoover Commission, 
H. R. Leavell.—p. 511. 
Procaine Penicillin G for Aqueous Injection: Study of Blood and 
Urine Levels. E. J. Pulaski and J. F. Connell Jr.—p. 514, 
Use of Psychotherapy in General Practice. L. Alexander.—p, 519, 
Syphilitic Aortitis with Obstruction of Multiple Aortic Ostia. W, F. 
Barker.—p. 524. 

Punch Liver Biopsy in Diagnosis of Miliary Tuberculosis: Report of 
Case. C. G. Craddock and H. C. Meredith Jr.—p. 527. 

Studies on Relation of Pituitary-Adrenal Function to Rheumatic Dis 
ease. G. W. Thorn, T. B. Bayles, B. F. Massell and others.—p, 529, 

Bronchial Stenosis (Middle Lobe, Lateral Division) Produced by Cal 
cified Tuberculous Lymph Nodes.—p. 537. 

Carcinoma of Lung, Undifferentiated, Upper Lobe, with Extensive 
Necrosis and with Metastases to Lungs, Bronchial Lymph Nodes, 
Liver, Adrenal Glands and Brain.—p. 540. 


241:551-594 (Oct. 13) 1949 
*Hirschsprung’s Disease: New Concept of Etiology. Operative Results 
in Thirty-Four Patients. O. Swenson, H. F. Rheinlander and | 
Diamond.—p. 551. 
Treatment of Typhoid Fever with Chloromycetin. H. S. Collins and 
M. Finland.—p. 556. 
Use of Diethylstilbestrol to Prevent Fetal Loss from Complications of 
Late Pregnancy. O. W. Smith and G. V. S. Smith.—p. 562. 
— A. Chemotherapy and Antibiotics in Surgery. A. G. Rice. 
Mean Used in Prevention and Treatment of Cardiac Arrhythmias. 
A. J. Linenthal and A. S, Freedberg.—p. 570. 
Lipid Pneumonia (Paraffinoma) of Right Middle Lobe.—p. 579. 
Subacute Hemorrhagic Pericarditis. Acute Glomerulonephritis.—p. 582. 
New Concept of Etiology of Hirschsprung’s Disease.— 
Swenson and his associates point out that in the past the 
emphasis in Hirschsprung’s disease has been directed to the 
dilated and hypertrophied colon. It is their contention that the 
primary lesion vests in the distal, nondilated segment, despite 
the fact that grossly this area appears normal. They demon- 
strated in conirol patients that groups of strong peristaltic 
waves progress from the transverse colon to the anus. In 8 
patients with Hirschsprung’s disease they recorded strong 
peristaltic waves in the dilated and hypertrophied colon. In $ 
patients progression of the peristaltic waves along the enlarged 
segment was evident, but in none of the 8 patients with Hirsch 
sprung’s disease did the peristalsis enter the narrow distal 
segment, which did exhibit increased tonus. The authors believe 
that the absence of normal propulsive waves in the rectum and 
rectosigmoid constitutes a physiologic defect that results m 
chronic obstruction. This malfunctioning segment is identical 
with the narrow, irregular bowel visualized by roentgenograms. 
There appears to be a correlation between the absence of 
ganglion cells in areas of the rectosigmoid and the physiologic 
defect. Removal of the narrow, irregular rectum and rectosig- 
moid by a special surgical technic in 34 patients with Hirse- 
sprung’s disease has resulted in 1 postoperative death and what 
appears to be complete cure in 33 patients. As early as three 
months postoperatively the colon is found essentially 
when a barium enema is used in examination. In 3 patients 
normal colonic peristalsis has been demonstrated after the 
operation by means of ba!loons. 


New Jersey Medical Society Journal, Trenton 
46 :459-498 (Oct.) 1949 


Leukocyte and Differential Blood Counts as Diagnostic Aid in Sam 
Common Dermatologic Problems. C. C. Carpenter.—p. 461. 
Osteomyelitis of Vertebral Spinous Process Following Lumbar Puncture. 
R. R. Goldenberg and S. Brooks.—p. 466. él. 
Toxic Reaction to Aureomycin: Report of Case. J. A. Riese—? 
Hyperthyroidism with Carcinoma of Colon in Sisters. L. J. Cheskia 


—p. 468. 
Cytologic Methods for Daenosis of Cancer. A. Yaguda.—p. 47% v 
Cholangiography Through Biliary Fistulae with Report of 2 Case ™ 
E, Johnsez, L. S. Ellenbogen and J. A. Gruhler.—p. 477. 
Successful Surgical Treatment of Chronic Constrictive Pericaniti® 
H. A. Brodkin.—p. 481. 
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Northwest Medicine, Seattle 


48:589-668 (Sept.) 1949 


Desoxycorticosterone in Certain Psychotic Cases. R. Jens.—p. 609. 
Histologic Criteria for Evaluating Endometriosis. M. J. Wicks and 


C. P. Larson.—p. 611. 
Surgical Treatment of Low Back Pain: End Result of 82 Cases. J. 


W. Miller, L. H. Edmunds and T, M. Armstrong.—p. 614. 
Treatment of Psychosomatic Disorder by General Physician. D. Hast- 


ings.—P- 617. 
48 : 669-736 (Oct.) 1949 
The Physician’s Political Responsibility. G. Kinnear.—p. 690. 
Hodgkin's Disease and Allied Disorders, Prognosis and Treatment. R. L. 


Baker.—p. 693. 
Care of Hand Injuries. H,. D. Dudley.—p. 696. 
Treatment of Parkinsonism with Artane. R. S. Dow and H. Rosen- 


baum.—p. 699. 
‘Optic Neuritis from Cold Permanent Wave. J. T. Robson and W. 


Cameron.—p. 701. 

Dissecting Aneurysm of Aorta Associated with Atrioventricular Nodal 

Rhythm. |. C. Massey and U. H. Stoer.—p. 702. 

Optic Neuritis from Cold Permanent Wave.—Robson 
and Cameron say that over five years ago a process of utilizing 
the salt of glycolic acid for hair curling was put on the market 
as “cold wave.” Recently reports of toxic reactions to this 
process have appeared. Attempts have been made to refute 
these toxic effects by animal and laboratory experiments. It 
was stated that toxic reactions have an incidence of less than 
0.1 per cent. The authors recently treated 2 patients with optic 
neuritis in the absence of any cause other than the cold wave 
process. The patients were a woman aged 23 and her mother, 
aged 54. The young woman gave a history of having three 
cold wave home permanent waves, the first in July 1946 and 
the last in \ugust 1947, six weeks before the onset of loss of 
vision in the left eye. The mother gave a history of having 
used a home permanent cold wave four or five times, the 
first in March 1946 and the last in November 1947. Loss of 
vision in the right eye began six months after the first cold 
wave and loss of vision in the left eye began in November 1947, 
the same month the last cold wave was used. Mother and 
daughter were referred to a large midwestern clinic in Jan- 
uary 1948 ior futher studies, and the possibility of this condition 
being due to the cold wave process was mentioned prominently. 
Treatment has been with vitamins and histamine. In the early 
part of June 1948, all retinal edema had subsided but with 
little return of visual acuity. There is marked pallor of the 
optic nerve heads, and the appearance is that of a previous optic 
neuritis. Patch testing was not done because of the danger of 
reactivating the neuritis. The authors feel that the Pure Food 
and Drug Administration has been lax in a matter which should 
be regulated. Mother and daughter have received financial 
compensation without court procedure. 


Pennsylvania Medical Journal, Harrisburg 
52:1433-1520 (Oct.) 1949 


Presidential Address. E, R. Samuel.—p. 1465. 

Polycystic Disease of Kidney. J. B. Lownes and I. G, Klaus.—p. 1468. 

Use of One-Tenith Per Cent Pentothal in Clinical Anesthesia. P. M. 

Kamsier and J. E, Ruben.—p. 1471. 

Bacteriology of Industrially Laundered Baby Diapers: Three-Year Sur- 
vey. C. P. Brown, W. L. Obold and F. H. Wilson.—p. 1473. 

ae Pharyngeal Diverticulectomy. T. A. Shallow. 


Experiences with Retropubic Prostatectomy: Report of 25 Cases. H. L. 
Weinstock.—p. 1481. 


Industrially Laundered Diapers.—The studies described 
by Brown and associates were made during 1945 to 1947, inclu- 
sive, and cover the methods used and the results obtained from 
the examination of 1,665 processed diapers. The hydrogen-ion 
(pu) concentrations of diapers was determined by adding 1 or 
2 drops of a universal indicator to various parts of the dry 
en after the sections had been cut for bacteriologic purposes. 

his enabled the investigators to detect improper rinsing, as 

by varying pu values found in different areas of the 


diapers. A range of hu 4.5 to pu 7.5 was considered satisfactory ; 


however, in view of the change of reaction, becoming alkaline 
due to the bacteriologic decomposition of urea in the urine, 
rtneend when soiled diapers are allowed to remain on 
infants for any length of time, it would seem that a px of -5.0 


might be preferred. A scoring system was adopted for the 
results of the bacteriologic studies. Sterile diapers were scored 
100; those revealing occasional or few saprophytic bacteria 
received scores ranging from 80 to 95, depending on the number 
of colonies found; those with excessive numbers of saprophytes 
were scored as failures. The presence of any pathogen, even 
when obtained by subculture only, was considered a failure, 
including nonhemolytic Staphylococcus albus, not infrequently 
found on the normal skin and about which there is some 
question as to pathogenicity. Gradual improvement in process- 
ing was proved by the fact that larger percentages of members 
of the Institute of Diaper Services submitted sterile diapers ; 
the percentage rose from 14.8 per cent in 1945 to 28.5 per cent 
in 1947. Those receiving passing scores increased from 73.2 
per cent in 1945 to 88.5 per cent in 1947. 


South Carolina Medical Assn. Journal, Florence 
45:271-302 (Sept.) 1949 
The Doctor in His Relationship to His Community. W. L. Pressly. 
—p. 271. 
Cancer of Uterus. J. R. Young.—p. 273. 
Preventive Immunizations of Infancy and Early Childhood. J. I. Waring. 
—p. 276. 


South Dakota Journal of Medicine, Sioux Falls 
2:277-298 (Sept.) 1949 
Modern Therapeutic Agents. E. Parry.—p. 291. 


Pharmacist’s Responsibility in Keeping Livestock Healthy. G. L. 
Campbell.—p. 297. 


Southern Surgeon, Atlanta, Ga. 
15:659-736 (Sept.) 1949 


Prevention of Disability After Traumatic Dislocation of Hip. W. G. 
Stuck and W. H. Vaughan.—p. 659. 

New Scrub-Up Technic for Surgeons. H. P. McDonald, W. E. 
Upchurch and C. E. Sturdevant.—p. 676. 

Longitudinal Pin Fixation in Colles Fracture of Wrist. L. V. Rush 
and H. L. Rush.—p. 679. 

Pain: Its Physiology and Control. W. G. Haynes.—p. 687. 

Surgical Aspects of Thrombophlebitis. C. H. Richardson Jr.—p. 695. 

Disease of Epiploic Appendices: Report of 2 Cases. J. S. Brown Jr. 
—p. 701. 

Severe Tetany with Laryngospasm and Prolonged Coma Following Thy- 
roidectomy: Report of Case. J. H. Wood and K. A. Morris. 
—p. 705. 

Surgical Approach to Hypertension. G. H. Ewell.—p. 711. 

Hydrocele of Canal of Nuck. J. T. Ellis, S. W. Windham and S. &. 
Latiolais.—p. 718. 

15:737-808 (Oct.) 1949 

Somatic Pain Produced by Fibrolipomatous Nodules Simulating Urinary 
Tract Pathology. L. M. Orr, F. Mathers and T. C. Butt.—p. 737. 

Meckel’s Diverticulum: Report of 30 Cases. L. B. Mason, R. W. 
Postlethwait and H. H. Bradshaw.—p. 749. 

Carcinoma at Confluence of Hepatic Bile Ducts: Case Report. G,. FE. 
Sanford and C. C. Lowry.—p. 758. 

Experience with Peritoneal-Button Operation for Ascites. A, R. 
Koontz.—p. 765. 

*Toxig Sublingual Goiter. G. C. Buck Jr. and R. F, Guthrie.—p. 767. 

Observations on Method for Thoracolumbar Sympathectomy. C. E. Tro- 
land.—p. 773. 

Reconstructive Surgery of Congenital and Traumatic Deformities of 
Face. T. G. Blocker Jr.—p. 777. 

Diagnosis and Treatment of Intracranial Aneurysms. D. H. Echols and 
F. C. Rehfeldt.—p. 782. 

Management of Traumatic Perforation and Constrictive Kinking in 
Postlithotomy Ureter: Presentation of Case. H. C. Harlin.—p. 789. 

Congenital Arteriovenous Fistula of Lower Extremities with Pelvic 
Complication. W. O. Johnson.—p. 795. 


Toxic Sublingual Goiter.—Buck and Guthrie report a 
woman, aged 58, who in 1938, 1940 and 1944 had undergone 
subtotal thyroidectomies for repeated episodes of signs and 
symptoms of toxic goiter. When admitted in 1946 she com- 
plained of. nervousness, tremor of the hands, weight loss, mus- 
cular weakness, increased perspiration, palpitation and a slight 
increase in exophthalmos. She noticed a lump just under her 
chin in the midline of her neck. The mass increased in size, 
and her symptoms gradually increased. Two months before 
her fourth operation, treatment with thiouracil and, 10 days 
before the operation, with strong iodine solution was begun. 
At the operation, after the lower cervical incision was closed, 
another transverse incision was made over the hyoid bone 
and a sublingual goiter measuring 3 by 2 cm. by 6 mm. 
was dissected free, demonstrated and excised. The microscopic 
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examination of the surgical specimen disclosed thyroid tissue 
showing hyperplasia of the epithelium in many places. This is 
an abnormal position for thyroid tissue, and the case is extraor- 
dinary not only because of the location of the thyroid tissue 
but because of its hyperplasia and production of hyperthyroidism. 


Southwestern Medicine, El Paso, Texas 
30: 209-236 (Oct.) 1949 
Diagnosis and Treatment of Subphrenic Abscess. E. V. Askey.—p. 220. 


Influence of Southwestern Climate on Diseases of Nose and Sinuses. M. 
P. Spearman.—p. 222. 
Infantile Eczema. G. K. Rogers.—p. 224. 
R. Coch- 


Reconstruction of Hand with Respect to Tendon Injuries. 


ran.—p. 226. 
Fifteen Second All-Purpose Stain for Office Use. R. D. Haire Jr. 


—p. 228. 
30:237-264 (Nov.) 1949 
Instruction of Diabetic Patient. B. Craige.—p. 249. 


Laminagraphy. V. M. Ravel.—p. 251. 
Granuloma Inguinale. M. J. Scott, F. S. Jones and L. M. Smith. 


—p. 255 


Surgery, Gynecology and Obstetrics, Chicago 
89:385-528 (Oct.) 1949 


"Unilateral Prefrontal Lobotomy for Relief of Intractable Pain and 
Termination of Narcotic Addiction. J. E rff.—p. 385. 
Experimental Mesenteric Vascular Occlusion. J. W. Derr and R. J. 


Noer. —p. 393. . 
Intravenous Administration of Combined Fat Emulsion into Surgical 
Patients. B, G. P. Shafiroff, J. H. Mulholland, Co Tui and others. 


—p. 398. 
"Diagnosis of Preinvasive Carcinoma of Cervix. J. Skapier.—p. 405. 
Vesicointestinal Fistulas. J. K. Ormond, J. W. Best and M. E. 


Klinger.—p. 411. 
Anatomy of Hernial Regions: I. Inguinal Hernia. B. J. Anson, E. 


H. Morgan and C. B. McVay.—p. 417. 
Vilonidal Sinus: Results in 92 Consecutive Cases Treated by Primary 
Closure with Gluteus Maximus Sliding Musculofacial Graft. J. H. 


Mohardt and A. C. DeFuria.—p. 424. 
Carcinoma of Extrahepatic Bile Ducts. H. A. Neibling, M. B. Dockerty 


and J. M. Waugh.—p. 429. 
Determination of Strength of Cancellous Bone in Head and Neck of 


Femur. M. G. Hardinge.—p. 439. 

Ultrarapid Blood Transfusion: Clinical and Experimental Observa- 
tions. V. K. Pierce, G. F. Robbins and A. Brunschwig.—p. 442. 
Continuous Lumbar Paravertebral Sympathetic Block Maintained by 
Fractional Instillation of Procaine. J. R. Thomason and W. H. 


Moretz.—p. 447. 
Repair of Common Bile Duct over a Buried Catheter. W. G. Diffen- 


baugh and S. W. McArthur.—p 454. 

Synovial Osteochondromatosis. S. M. Leydig and R. T. Odell.—p. 457. 
Technique of Gastric Resection for Peptic Ulcer. G. G. Miller and 

C. B. Ripstein.—p. 464. 

Predisposing Action of Anesthetic Agents on Vascular Responses in 
Hemorrhagic Shock. B. W. Zweifach and S. G. Hershey.—p. 469. 
Cytological Diagnosis of Cancer in Transudates and Exudates: Com- 
parison of Papanicolaou Method and Paraffin Block Technique. E. 

Sattenspiel.—p. 478. 

Unilateral Prefrontal Lobotomy.—Scarff performed uni- 
lateral prefrontal lobotomy for the relief of intractable pain in 
33 patients. The follow-up periods ranged from one tg ten 
months. Lobotomy was performed under direct vision, in a plane 
passing just anterior to the tip of the lateral ventricle, and 
carried laterally, medially and ventrally until gray matter 
was encountered. Results were good in 22 patients, fair 
in 6 and poor in 5. In 15 patients of this series who had 
careful psychometric evaluations before and after lobotomy, no 
significant impairment of intellect or personality could be 
observed. In 15 of 16 patients heavily addicted to narcotics 
because of pain prior to operation, abrupt termination of the 
narcotic dosage has been effected immediately after operation 
without withdrawal symptoms. One additional patient, appear- 
ing to have a primary narcotic addiction, was likewise cured of 
her dependence on the drug. The results indicate that unilateral 
prefrontal lobotomy is both an effective and an acceptable 
measure for the relief of intractable pain in many conditions in 
which other measures cannot be applied. 

Preinvasive Carcinoma of Cervix.—Skapier reports 21 
women between the ages of 35 to 56 years with preinvasive 
carcinoma of the cervix detected by the vaginal smear method 
according to Papanicolaou’s technic. All 21 patients were 
asymptomatic in relation to the female genital tract, and the 
pelvic observations were apparently those of benign lesions. In. 
8 of the 21 cases biopsy specimens were taken at the same time 
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as the vaginal smears. Biopsy was performed because the 
lesions seemed to be more extensive or presented somewhat 
atypical appearance, such as granular erosion with laceration or 
contact bleeding. Consequently, in all the remaining cases 
biopsies were performed on account of positive or suspicioys 
smears. There were 2 false negative smears among the 21 cases 
of preinvasive carcinoma, while the biopsies were positive for 
preinvasive carcinomas. Subsequent smears were reported as 
positive, demonstrating that a single negative smear does no 
always rule out cancer of the female genital tract. In 3 cases 
smears were reported positive one to three years prior to the 
positive biopsy for preinvasive carcinoma; in 3 other cases the 
interval was three to nine months. Repeated exploration of the 
cervix and endocervix of a patient showing positive or suspicious 
smears was done until a positive biopsy was obtained. The 
vaginal smear method is an efficient and reliable test for the 
detection of preinvasive carcinoma of the cervix. 

Carcinoma of Extrahepatic Bile Ducts.—Neibling and 
co-workers operated on 90 patients, 48 men and 42 women, with 
carcinoma of the extrahepatic bile ducts. The mean age was 
61.4 years for men and 56.4 years for women. Jaundice was the 
most common complaint of 78 of the 90 patients (87 per cent) 
prior to operation. Pain occurred in 55 patients (61 per cent) at 
some time in the course of the disease. Loss of weight was the 
earliest sign. Fever and chills occurred seldom. The concentra- 
tion of direct reacting serum bilirubin averaged about 25 mg. 
per hundred cubic centimeters. Alcoholic stools were noted in 
about 91 per cent of the patients with jaundice. Aspiration of 
duodenal contents showed a decrease or absence of bile in the 
presence of jaundice. Carcinoma of the hepatic ducts was 
observed in 23 cases, carcinoma at the juncture of the cystic 
and common ducts in 31, carcinoma of the common duct in 2 
and carcinoma of the cystic duct in 3. In the remaining 4 cases 
the tumors were so diffuse that the exact point of origin could 
not be determined. Nerves were involved in 57 patients (63 per 
cent) in whom nerves were observed in the sections. Pain 
occurred more frequently in patients in whom involvement of 
nerves was demonstrated than in others. Jaundice may be due 
to physiologic as well as anatomic obstruction of the duct. This 
physiologic obstruction may be due to inhibition of nerve 
impulses. Tumors were all adenocarcinomas, many of which 
were productive of abundant amounts of mucus. The adeno 
carcinoma presented a papillary form in only 5 instances. The 
disease was rapidly fatal and was usually far advanced in its 
course when the operation was performed. Metastasis or exten 
sion occurred early in the disease. Metastasis was evident in 10 
of the 15 patients operated on prior to development of jaundice 
The average period of survival after operation was only about 
three or four months and after onset of jaundice it was only 
about five months. 


Wisconsin Medical Journal, Madison 
48:775-888 (Sept.) 1949 
Treatment of Carcinoma of Prostate Gland. J. C. Sargent.—p. 795. 
Practical Aspects of Electroencephalography. F, A. Gibbs.—p. 799. 
Simple Ulcer of Transverse Colon: Report of Case. H. H. Wright 
—p. 801. 

Handling of Menopause Group. H. M. Murdock.—p. 804. 
What the Practitioner May Expect of Laboratory. G. Ritchie.—p. bud. 
Roentgenologic Diagnosis of Gastric Cancer. B. R. Kirklin —p. 
Fetal Inclusion Cysts: Report of Case with Discussion. J. L. 


and V. J. Hittmer.—p. 815. 
Review of Some of Wisconsin’s Maternal and Child Health Problems 


A, L. Hunter.—p. 819. 


48:889-964 (Oct.) 1949 
Rheumatic Fever - Public Health Problem Which Should be @ Report: 


able Disease. W. Koch.—p. 911. 
Role of Surgeon in Management of Peptic Ulcer. O. H. Wane 

steen.—p. 915. 3. ¢ 
Abdominal and Retroperitoneal Actinomycosis: Report of Case. 

Weisfeldt and N. Enzer.—p. 920. wi 
Coexisting Intrauterine and Extrauterine Pregnancy. R. S. Crom 

J. G. Stouffer.—p. 923. Me 
Infectious Mononucleosis Complicated by Jaundice and Pain over 

Burney’s Point. R. L. Gilbert.—p. 925. with 
Histoplasmin, Coccidioidin and .Tuberculin Reactions in Children, wip 
Pulmonary Calcifications in Milwaukee. H. W. Hefke and 
Grotts.—p. 927. 
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FOREIGN 
An asterisk (*) before a title indicates that the article is abstracted. 
Single case reports and trials of new drugs are usually omitted. 


British Journal of Ophthalmology, London 


33:593-656 (Oct.) 1949 


Studies on Intra-Ocular Fluids; Part 4—Dialysation of Aqueous Humour 
Against Plasma. S,. Duke-Elder, H. Davson and D. M. Maurice. 


—p. 593. 

naectigation into Mode of Heredity of Congenital and Juvenile Cata- 
racts. J. Saeb¢.—p. 601. 

Motor Impulse Elicited by Retinal Stimulus and Binocular Optical 
Reflexes. J. E. Winkelman.—p. 629. 

Hyaline Membranes on Posterior Corneal Surface. P. D. Trevor-Roper. 
—p. 635. 

Sesal Application of Urea for Treatment of Dendritic Ulcer. M. Klein 
and S. J. H. Miller.—p. 643. 

Relative Importance of Direct and Indirect Ophthalmoscopic Examina- 
tion in Treatment of Retinal Detachment. H. Arruga.—p. 651. 


British Medical Journal, London 
2:719-768 (Oct. 1) 1949 


Fat Absorption and Some of Its Problems. H. S. Raper.—p. 719. 

Modern Trends in Radiology. J. F. Brailsford.—p. 724. 

Value of Sphincter-Preserving™Operations in Cancer of Rectum with 
Special Reference to Reconstructive Abdomino-Perineal Excision. S. 
O. Aylett.—p. 728. 

New Mechanism of Vitamin Deprivation with Special Reference to Sprue 
Syndrome. A. C. Frazer.—p. 731. 

Tuberculosis of Breast. R. W.:Raven.—p. 734. 

Solitary Cerebral Metastases from Bronchial Carcinomata: Their Inci- 
dence and Case of Successful Removal. G. Flavell—p. 736. 

Human Infestation with Trichostrongylus in South Persia. I. S. Stew- 


Case of Pulmonary Strongyloidiasis. F. L. Corrigan.—p. 738. 


2:769-824 (Oct. 8) 1949 

Fat Metabolism and Spruce Syndrome. A. C. Frazer.—p. 769. 

‘Treatment of Malignant Tertian Malaria. G. Covell.—p. 773. 

Continuous Caudal Analgesia in Obstetrics, Surgery, and Therapeutics. 
R. A, Hingson.—p. 777. 

—. on Pulmonary Tuberculosis in Nigerian African. B. S. 
ones.—p. 781. 

Myoidema. G. F. Taylor and P, N. Chhuttani.—p. 784. 

Lymphadenopathy in Brucellosis. H. Conway.—p. 787. 

“Clinical Trials of Succinates and of Heparin in Rheumatic Fever. A. J. 
Glazebrook and F. Wrigley.—p. 789. 

Subacute Poisoning by Thallium Treated with BAL. E. S. Mazzei and 
F. Schaposnik.—p, 791. 

Fatal Bronchospasmodic Crisis Complicating Miliary Tuberculosis of 
Lungs. T. A. Brand and J. Burkinshaw.—p. 793. 


Treatment of Malignant Tertian Malaria.—Covell 
stresses the importance of the early diagnosis of malignant 
tertian malaria so that specific therapy may be started with the 
least possible delay. The development of modern methods of 
rapid transport has made it imperative that medical men in all 
parts of the world be familiar with the many diverse clinical 
manifestations of this disease. Malignant tertian infections 
often simulate a great variety of other diseases, and failure to 
recognize this fact has resulted in the loss of many lives which 
could have been saved by the prompt application of specific 
antimalarial treatment. Two characteristic features of malig- 
nant tertian malaria are: (1) the disease often has an insidious 
onset and (2) the patient may in the absence of specific treatment 
become critically ill with little or no warning with so-called 
pernicious symptoms, which have been variously classified as 
cerebral, algid, bilious remittent, pneumonic and cardiac. More 
often the paroxysm is ill defined and rigors are exceptional, the 
temperature rarely exceeding 104 F. (40 C.). A double peak in 
the temperature chart owing to the segmentation of two 
Sroups of parasites is common, and there may be three, four or 
more groups, each segmenting independently and giving rise 
to continuous fever, with several peaks in the 24 hours. It is 
important to recognize that in a primary case parasites may be 
. scanty in the peripheral blood during the first few days of 
‘ver that they may not be detectable in a blood smear. The 
author discusses the relative merits of the various specific drugs 
2 available for the treatment of malignant tertian malaria. 
t is Important to realize that infections with different geo- 
= strains of Plasmodium falciparum may vary widely in 

F response to treatment with the same antimalarial drug. 

Succinates and Heparin in Rheumatic Fever.—Glaze- 
ms eb Wrigley report clinical experiences which lead them 
a ude that succinate compounds given with ascorbic acid 

dosage recommended by Gubner and Szucs are ineffective 


in the treatment of acute rheumatism. Heparin, given three 
times daily, does not significantly reduce the duration of episodes 
of acute rheumatic fever treated with salicylates. 


Indian Medical Gazette, Calcutta 


84:231-280 (June) 1949. Partial Index 
Oedema During Recovery from Anaemia Due to Red Cell Regeneration 

Hypoproteinaemia. R. V. Sathe and R. N. Ichhaporia.—p. 233. 
*Observations on Use of Myanesin as Anticonvulsant in Tetanus. Amala- 

nanda Das and R. C. Roy.—p. 235. 

Enlarged Prostate, Clinical Features, Diagnosis and Management 

(Report of 12 Cases). Asita Lal Som.—p. 244. 

Mephenesin (Myanesin) as Anticonvulsant in Tetanus. 
—Amalananda Das and Roy report results obtained with meph- 
enesin in 17 cases of tetanus. Its main action is that of a muscle 
relaxant. The drug was given in the form of a 10 per cent solu- 
tion. Adults were given 10 to 20 cc. of this solution intrave- 
nously. In children the drug was injected intramuscularly in a 
dose of half the age in years plus 1, that is, a child of 12 was 
given 7 cc. Muscles in tonic contraction relaxed during the 
injection and before the needle was removed. The minimum 
period for which the muscles relaxed was 12 minutes and the 
maximum was 1 hour and 15 minutes. Clonic spasm was con- 
trolled for a minimum period of 12 minutes and for a maximum 
period of 1 hour and 10 minutes. The relaxant action was 
definite and valuable, but of too short a duration. There were 
few complications from the use of the drug. 


Journal of Bone and Joint Surgery, London 
31-B : 321-496 (Aug.) 1949 


*Intermittent Claudication: Clinical Study. A. M. Boyd, A. H. Rat- 
cliffe, R. P. Jepson and G. W. H. James.—p. 325. 

Fate of Voluntary Muscle After Vascular Injury in Man. R. E. M. 
Bowden and E, Gutmann.—p. 356. 

Solitary Plasmocytoma of Spine. R. W. Raven and R. A. Willis. 


—p. 369. 
Fractures of Dorso-Lumbar Spine. E. A. Nicoll.—p. 376, 
Atlanto-Axial Fracture-Dislocation. K. Colsen.—p. 395. 
Surgical Aspects of Treatment of Traumatic Paraplegia. L. Guttmann. 


—p. 399. 
Hindquarter Amputation. H. A. Brittain.—p. 404. 
Pulsating Angio-Endothelioma of Innominate Bone Treated by Hind- 
quarter Amputation. G. Gordon-Taylor and P. Wiles.—p. 410. 
Painful Shoulder: Review of 100 Personal Cases with Remarks on 
Pathology. R. J. W. Withers.—p. 414. 
Id.: Significance of RadiograpNic Changes in Upper End of Humerus. 
S. H. Harrison.—p. 418, 
Early Assessment of Supraspinatus Tears: Procaine Infiltration as 
Guide to Treatment. J. T. Brown.—p. 423. 
Shoulder Pain with Particular Reference to “Frozen” Shoulder. F, A. 
Simmonds.—p. 426. 
Painful Shoulder: Calcification of Supraspinatus Tendon. G. B. Jones. 
—p. 433. 
Excision of Acromion in Treatment of Supraspinatus Syndrome: Report 
of 95 Excisions. J. R. Armstrong.—p. 436 
*Vitamin E Therapy in Dupuytren’s Contracture: Examination of Claim 
that Vitamin Therapy is Successful. R. A. King.—p. 443. 
Intermittent Claudication.—Boyd and his associates report 
on 276 cases of intermittent claudication. .Lewis showed by 
occlusion-plethysmography that the arterial bed was dilated at 
the time of the onset of pain. The authors point out that in 
limbs with arterial disease the distributive pattern of the arterial 
supply is altered either by a general narrowing of the arteries 
or by local thrombosis. It is the arterial inaccessibility of certain 
parts of the muscles that causes impaired nutrition and accounts 
for pain on exercise. Deficiency of circulation in the lower 
limbs may be classified under three headings: (1) primary 
thrombosis of the popliteal artery, (2) juvenile obliterative 
arteritis and (3) senile obliterative arteritis, and, under the 
third, (a) diffuse obliterative arteritis, (b) secondary popliteal 
thrombosis and (c) secondary femoral thrombosis. Primary 
thrombosis of the popliteal artery and juvenile obliterative 
arteritis are usually included under thromboangiitis obliterans. 
In most young patients the cause of claudication is traumatic 
thrombosis and not arterial disease. Juvenile obliterative 
arteritis comprises a group of causes corresponding to those 
described by Buerger and may be a pathologic entity. The term 
juvenile obliterative arteritis is restricted to obliterative arteritis 
beginning in the feet and following a characteristic clinical 


course. The condition seldom begins after the age of 35 years. 


Senile obliterative arteritis includes the degenerative arterial 
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changes commonly associated with increasing age and included 
under the general term arteriosclerosis. The authors describe 
methods for assessment of the severity of disease, including 
study of the clinical features, arteriographic findings, results of 
procaine infiltration and examination of the patient on a 
walking machine. They present a discussion of Buerger’s exer- 
cises, contrast baths, intermittent venous occlusion and suction 
pressure; lumbar ganglionectomy and paravertebral block with 
phenol; vitamin E (alpha tocopherol) therapy; treatment with 
thiouracil ; internal popliteal myoneurectomy and division of the 
external popliteal and posterior tibial nerves, and tenotomy of 
the tendo Achillis, which, they conclude, should replace myoneu- 
rectomy in type 3 cases where the blood supply is so far reduced 
that vascular stability cannot be achieved and might apply in 
type 2 cases in which there is persistent pain. 

Vitamin E Abandoned in Treatment of Dupuytren’s 
Contracture.—King administered to 13 patients vitamin E in 
high doses. There was no evidence of any alteration in 12 of 
the 13 patients. In 1 with moderate deformity there seemed to 
be a slight improvement, but this was only temporary. 


Journal of Laryngology and Otology, London 
63:495-550 (Sept.) 1949 


Second Interim Report on Result of over 500 Cases of Fenestration 
Operation: Factors Attributable to Success and Failure, and Descrip- 
tion of Modification in Author’s Fenestra. E. G. Passe.—p. 495. 

Manifestations of Nasal Allergy: Survey of 150 Cases in Middle East. 


P. F, King.—p. 501. 
Vertigo After Radical Mastoidectomy. W. McKenzie.—p. 511. 
Aural Vertigo (Méniére’s Syndrome): Audiographic Survey. N. Ash- 


erson.—p. 520. 


Journal of Neurol., Neurosurg. & Psychiatry, London 
12:167-258 (Aug.) 1949. Partial Index 


Rapid Serial Angiography: Preliminary Report. J. B. Curtis.—p. 167. 
Percutaneous Carotid Angiography: Team Technique with Report of 
Results in 70 Cases. M. Wilkinson, J. B. Stanton, D. P. Jones 


and J. M. K. Spalding.—p. 183. 
Experimental Radio-Necrosis of the Brain in Rabbits. D. S. Russell, 


C. W. Wilson and K. Tansley.—p. 187. 

Visual Scotomata with Intracranial Lesions Affecting the Optic Nerve. 
A. J. Mooney and A. A. McConneli.—p. 205. 

Clinical and Pathological Observations on Relapse After Successful 
Leucotomy. T. McLardy and D. L. Davies.—p. 231. 

Observations on the Wave and Spike Complex in the Electro-Encephalo 
gram. E. C. O. Jewesbury and M.-J. Parsonage.—p. 239. 

Psychiatric Changes Associated with Friedreich's Ataxia. D. L. Davies. 


p. 246. 
Cramp in Cases of Prolapsed Intervertebral Disk. L. Wolman.—p. 251. 


Cramp and Prolapsed Disk.—Wolman reports observations 
made in the Department of Nervous Diseases, Royal Sheffield 
Infirmary and Hospital, in a series of 204 cases of backache 
and sciatica which were thought to be due to herniation of an 
intervertebral disk and in which operation was performed. The 
patients were followed for one to seven years after operation. 
Attention was.given to the occurrence of painful cramps. In 
16 of the patients cramp had occurred before the operation, 
and 52 exhibited this symptom after operation. In most cases 
the cramp came on at night while the patient was in bed. It 
affected the calf alone, the thigh alone, the foot alone or a com- 
bination of these. There was always associated pain, the patient 
could always feel the muscle harden or, when the foot was 
involved, see and feel the toes being drawn down under the 
sole. In patients who had these cramps before operation, the 
onset always followed sciatica; it never preceded it. The most 
characteristic thing about the postoperative cramps was that they 
were frequent immediately after the operation, occurring 
nightly or every other night for the first few weeks, gradually 
becoming less frequent so that they occurred weekly or monthly 
twelve to eighteen months after operation. With a further 
lapse of time they became infrequent, occurring only once every 
three or four months. It seems that cramp is more likely to 
occur in cases of prolapsed intervertebral disk when there is 
involvement of the posterior nerve roots by prolapsed material 
as in large lateral protrusions. The incidence of cramp was 
found to be higher after operation when, in addition to removal 


cut. The occurrence of cramp, whether before or after opera- 
tion, is of no prognostic significance as regards the operative 
result. 
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of the protruded disk material, a posterior nerve root had been 


Lancet, London 
2:635-680 (Oct. 8.) 1949 


Acute Mastitis. A. Walsh.—p. 635. 
*Haemophilus Influeizae Meningitis Treated with Streptomycin, 


Ounsted.—p. 639. 
“Problems of Emergency Gastrectomy for Haematemesis. L, A, 


—p. 644. 

Intravenous Iron in Hypochromic Anaemia Associated with Rheumatoid 
Arthritis. R. J. G. Sinclair and J. J. R. Duthie.—p. 646, 

Lead Poisoning in Infant from Lead Nipple-Shields: Association with 
Rickets. I. Gordon and T. P. Whitehead.—p. 647. 

Lead Poisoning by Cutaneous Absorption from Lead Dressing. ¢, ¢ 
Kennedy and H. A. Lynas.—p. 650. 

Penicillin in Cerebrospinal Fluid. J. W. T. Redfearn, A. Elithom, 
K. Till and F. A. Ibbott.—p. 652. 

Perforated Peptic Ulcer After Gastro-Enterostomy. G. G, Crowe 


—p. 657 

Streptomycin in Influenzal Meningitis.—Ounsted pre. 
sents observations on 10 children with meninigitis due to 
Hemophilus influenzae who were admitted to the Radeliffe 
Infirmary between July 1947 and November 1948. Six of the 
patients were less than 1 year old, and the eldest was 3 years 
old. Treatment with intrathecal and intramuscular streptomycin, 
together with sulfonamides by mouth, was successful in 9 cases, 
and an additional 3 patients have since made complete recoveries, 
Mental and physical development of the survivors was studied 
from two and a half to fifteen months after discharge, and no 
significant retardation was found. The author concludes that 
streptomycin is an efficient remedy for H. influenzae meningitis. 
The use of sulfadiazine gives an additional safeguard against 
drug-fast relapses. Spinal block requires prompt surgical treat- 
ment. The combination of streptomycin and sulfadiazine is the 
treatment of choice. When streptomycin in unobtainable, mas- 
sive penicillin therapy is useful. 

Emergency Gastrectomy for Hematemesis.—lves says 
that at his hospital patients with hematemesis are primarily 
admitted under the care of physicians who obtain the aid o 
surgeons when they think fit. He cites 11 patients to illustrate 
some of the diagnostic traps and technical difficulties which 
have arisen in a small series of emergency operations for 
hematemesis done in a general surgical unit. A man aged ¥ 
was admitted with hematemesis, but with no adequate previous 
history. It seemed probable that ulcer was the source, but 
belated gastrectomy failed to save the life of this patient. The 
resected specimen showed multiple acute ulcers. The diagnosis 
of ulceration may have to be made on circumstantial evidence 
alone. In several of the author’s cases of successful resection, 
the acute catastrophe was preceded by nothing more definite 
than postprandial dyspepsia over a long period. Not every patient 
with hematemesis and epigastric pain after meals has a peptic 
ulcer. He cites 2 patients in whom. cirrhosis of the liver, com- 
plicated by a bleeding esophageal varix, was discovered during 
an operation undertaken because a bleeding gastric ulcer was 
suspected. There was one instance in this series of a carcinoma 
of the stomach. Sometimes, when the abdomen is opened, the 
anticipated ulcer is neither seen nor felt and no other obviows 
cause for the hemorrhage is found. It has been suggested that 
in these circumstances the stomach and duodenum be widely 
opened and the cavity washed out with sodium chloride solution 
If a bleeding point is not found, the incision in the stomach & 
sewn up and the abdomen closed. The author feels that this 
plan cannot be recommended. At his unit 3 cases were 
in which careful external examination of the stomach am 
duodenum did not reveal any abnormality and yet a lesion was 
found in the resected stomach. Two were acute ulcers 
erosion of a blood vessel. The third case, in which there was 
shallow chronic ulcer on the posterior wall of the 
bears out the fact that some chronic ulcers cannot be felt 
the stomach has been widely mobilized. In these circumstane® 
a high partial gastrectomy is the correct procedure. 


Practitioner, London 
163:173-256 (Sept.) 1949. Partial Index 


The Eye in General Medicine. A. J. Ballantyne—p. 173. 
Ophthalmic Emergencies. J. W. T. Thomas.—p. 207. 
Care of Scalp and Hair.—G. Hodgson.—p. 213. 

High Heels and Low Heels. N. C. Lake.—p. 221. 
Painful Feet. M. G. Good.—p. 229. 
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Acta Tuberculosea Scandinavica, Copenhagen 


23:123-260 (No. 2) 1949. Partial Index 
*Possibility of a “Negative Phase” Following BCG Vaccination. J. Bge. 


333. 
Tenacity of Tuberculin and Tubercle Bacillus Allergy. O. M. Andenaes. 


—p. 140. 
Eficacy of BCG Vaccination. T. V. Hyge.—p. 153. 


Tuberculin Reaction in Calcification of Lungs. G, Olsen-Boje.—p. 169. 
Classification of Pulmonary Tuberculosis: Project of New Practical 

Tuberculosis Nomenclature. S. Puder.—p. 180. 

Thoracoplastic Treatment of Empyema Cavities in Tuberculous Patients. 

F. Hagn-Meincke.—p. 203. 

‘Tuberculous Infection from Dogs. S. Urwitz.—p. 211. 

Possibility of a “Negative Phase” Following Vaccina- 
tion with BCG.—Bge points out that the question of safety 
js often reised with regard to BCG vaccination. It is often 
asked whether, if infection occurs directly after vaccination, the 
ensuing tuberculous process will run a more serious course 
because of a transient diminution of resistance? If a person 
already infected with tuberculosis is treated with BCG, is 
there an increased risk of a tuberculous disease breaking out 
or becoming worse because of such diminution of resistance? 
Theoretic consideration and analogies with other infections 
might indicate a transient decrease of resistance, a “negative 
phase,” after BCG inoculation against tuberculosis. The author 
infected groups of guinea pigs with tuberculosis, thereafter 
giving them intracutaneous injections of BCG in various stages 
of tuberculosis and allergy. There was no evidence that such 
BCG vaccination had a harmful effect while the tuberculous 
process was still moderate. When the tuberculosis was far 
advanced, he, like earlier observers, found changes which might 
be interpreted as showing that BCG vaccination had an unfavor- 
able influence. Clinical observations, which by now are exten- 
sive, seem to indicate that there is no increased risk if vaccination 
with BCG is done during the preallergic stage of tuberculosis. 

Tuberculous Infection from Dogs.—Urwitz cites reports 
which make it probable that tuberculosis may be transferred 
from human beings to dogs and vice versa. He presents data 
on 52 dogs in which the existence of tuberculosis was proved 
by necropsy at the Veterinary College. The risk connected with 
dogs which have tuberculosis is definitely underestimated. The 
best method of diagnosing tuberculosis in dogs is by roentgen 
examination of the lungs. Measuring the temperature of dogs 
suspected of tuberculosis is also helpful. Dogs which have 
tuberculosis should be destroyed. 


Deutsche medizinische Wochenschrift, Stuttgart 
74: 1123-1154 (Sept. 23) 1949. Partial Index 


"Immunization Against Tuberculosis According to Calmette. H. Klein- 

schmidt —p. 1123. 

Diabetic Children During the Difficult War- and After-War Period. K. 

Weisse.—p. 1128. 

"Early Recognition of Tuberculous Meningitis. F, Heepe.—p. 1131. 

-omparison of Old Tuberculin and Purified Tuberculin. P. Gétzky. 

—p. 1139. 

BCG for Immunization Against Tuberculosis.—Klein- 
schmidt deplores the fact that immunization against tuberculosis 
with BCG is not fully accepted by many German physicians. 
He believes ‘that the tragic catastrophe of Liibeck in 1930, 
when many infants died from the use of BCG that had been 
contaminated with virulent bacilli, is largely responsible for 
this attitude. He discusses possible dangers and refutes the 
objections that have been raised against the use of BCG. 


_Early Diagnosis of Tuberculous Meningitis.—Observa- 
tions on 82 children treated for tuberculous meningitis with 
streptomycin at the university clinic in Géttingen in 1948 and 
1949 convinced Heepe that the success of this treatment is 
largely determined by the time elapsing between the onset of 
symptoms and the streptomycin treatment. About half the 
— receiving treatment before the tenth day have a prospect 
» Cure, while of those treated after the fifteenth day only one 
ao has a good prognosis. Early diagnosis and treatment 
a mela importance. A gradually rising temperature, diffuse 

tal headache and vomiting are typical of the disease. 


The vomiting, as a rule, is not related to meals and frequently 
occurs in the morning. Fatigue, lack of appetite, loss of weight, 
restlessness, disturbed sleep, apathy, sensitivity to noises, 
photophobia, changes in mood and character, abdominal, joint 
and ear pains, sensitivity to touch, changes in bowel habits, 
tonoclonic convulsions, gnashing of teeth and stiffness of the 
neck are other symptoms. The tuberculin reaction is positive. 
Roentgenoscopy of the lungs may be helpful, and a spinal 
puncture is decisive. The puncture should not be postponed until 
after neck rigidity and somnolence have appeared. During the 
early stage, when the condition may be mistaken for influenza, 
typhoid, otitis, pneumonia, sepsis or gastrointestinal upsets, it 
is important to keep in mind the possibility of tuberculous 


meningitis. 

Lyon Chirurgical 
44:513-640 (Sept.-Oct.) 1949 

Adrenalectomy Performed After Failure of Ganglionectomy and Splanch- 
nicectomy on Patients with Thrombo-Angiitis. R. Leriche.—p. 513. 

Etiology, Pathogenesis, Anatomic and Clinical Study of Renal Staphylo- 
coccia. J. Cibert, J. Perrin and F. Rolland.—p. 516. 

Apophysitis of Vertebral Spinous Process Characterized by Pain. L. 
Tavernier.—p. 533. 

*Experimental Study of Intra-Arterial Transfusion. P. Mallet-Guy, R. 
Feit, M. Rademaker and H. Vignon.—p. 539. 

Vitallium Mold Arthroplasty of Hip Joint (Smith Petersen Operation) ; 
Indications for Treatment of Coxarthrosis. G. Rieunau, J. Arlet 
and R, Souquet.—p. 562. 

*Indications and Contraindications for Early Ambulation After Abdominal 
and Perineal Surgical Intervention. A. Chalier.—p. 575. 
Intra-Arterial Transfusion.—Mallet-Guy and co-workers 

produced hemorrhagic shock in dogs. The blood removed was 

returned by slow intravenous infusion in 20 animals, by rapid 
intravenous infusion in 8 animals and by intra-arterial infusion 
in 19 animals. It appeared dangerous to increase the rapidity 
of the inflow of blood by intravenous route in severe shock 
when the arterial pressure failed to increase with the usual 
technic employed. The physiopathologic mechanism in these 
cases may be compared with that of embolism of the pulmonary 
artery. Death in the animals resulted from dilatation of the 
right chamber of the heart and compression and ischemia of 
the left chamber. Intra-arterial infusion proved effective in 
cases in which slow intravenous infusion failed. Large amounts 
of blood may be infused rapidly into the left chamber and into 
the coronary system. Myocardial contractions are reestablished 
under satisfactory hemodynamic conditions. The cerebral circu- 
lation is improved. The circulating blood volume is rapidly 
restored. Intra-arterial infusions were given to 3 patients in 
severe shock. There was an immediate and permanent response. 

Recovery took place in 2 patients in whom intravenous infusion 

had failed. Ischemic disturbances did not occur after the intra- 

arterial infusion, and the patients did not show ill effects from 
ligation of the radial artery. 

Early Ambulation After Abdominal Surgery.—Accord- 
ing to Chalier, many surgeons make too limited use of early 
ambulation in spite of the fact that it has been in increasing 
use after abdominal operations. Early ambulation should be 
employed on a large scale because of its advantages in pre- 
venting postoperative thrombophlebitis. It should be practiced 
between the second and fifth postoperative day in 90 to 95 per 
cent of all patients subjected to abdominal or perineal operations. 
Early ambulation after surgical intervention for hernia or for 
eventration may be a safe measure, provided that firm repair 
of the abdominal wall is insured by reliable technic, particularly 
by use of nylon fibers for aponeurotic sutures. Early ambulation 
may be practiced after appendectomy, gastrectomy, surgical 
intervention on the colon, rectum and biliary tract and after 
urologic and gynecologic operations. It is not so much the 
type of operation performed as the general postoperative and 
abdominal condition of the patient on which early ambulation 
depends. Early ambulation is contraindicated in a patient who 
had been bedridden for a prolonged period preceding the inter- 
vention. Early ambulation is not a panacea against postoperative 
thrombophlebitis; cardiac tonics and coagulants are likewise 
important. 
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Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 
93: 2937-3048 (Aug. 27) 1949. Partial Index 


*New Internal Treatment of Dolichocolon and Megacolon: Familial Pre- 
disposition. Elzas.—p. 2946. 
Cardiac Decompensation: Sequels Heart. W. 


—p. 2952. 
Neutralization of Vaccine Virus by Gamma Globulin. J. D. Veriinde 


and J. Spaander.—p. 2958. 

Dolichocolon and Megacolon: Familial Predisposition 
and New Treatment.—Elzas says that some observers differ- 
entiate between dolichocolon and megacolon. The majority of 
authors regard this differentiation as artificial, because both 
conditions may be present at the same time, or the first disorder 
may later be transformed into the other. He cites the case of 
a man in whom, at the age of 58, a megacolon was discovered. 
His bowel habit was regulated, and he was free from discomfort 
and survived to the age of 77. A woman aged 39 had under- 
gone an operation for dolichocolon, and examination 16 months 
later revealed megacolon.. A young woman aged 21, with 
intervals of 15 and more days between defecations, had a dolicho- 
colon revealed by roentgenoscopy. These 2 patients had the 
same great-grandfather, and there was a familial predisposition 
for this intestinal anomaly. In the examination of the intestinal 
tract of these 2 patients with the aid of barium, a technic 
recommended by French authors, consisting in the intravenous 
injection of 10 units of insulin a quarter of an hour before the 
administration of the barium, was used. Elzas believed that 
stimulation of the parasympathetic with insulin might be helpful 
in investigating dolichocolon or megacolon. He discovered that 
the effect of insulin on the tonus and peristalsis could be of 
therapeutic value. Subcutaneous injections of insulin proved 
helpful in regulating the bowel movements of the older of the 
2 women. In the younger woman simpler methods proved 


adequate. 


for the Feltkamp. 


Nordisk Medicin, Stockholm 
42:1525-1556 (Sept. 23) 1949. Partial Index 


*Tuberculoma. Follow-up of 40 Cases. J. Eriksen.—p. 1530. 

Sinus-Lung Syndrome in Practice. G. Vieweg.—p. 1533. 

Indications for Operation in Bleeding Peptic Ulcer and Mortality in 
Conservative Treatment of Hematemesis and Melena. J. Pedersen. 


—p. 
Ps Phang in Application of Pure Penicillin Sodium Preparations. 

K. H. Kester, C. G. Lund and K, Pedersen-Bjergaard.—p. 1540. 
Technic in Bronchography in Children. A. Biering.—p. 1543. 

Tuberculoma: Follow-Up of 40 Cases.—Eriksen reports 
that, of the 40 patients with tuberculoma treated from 1938 to 
1947 and observed for two to eleven years, 38 are living. In 
30 cases there were other simultaneous tuberculous pulmonary 
changes. The tuberculoma varied from 1.5 to 4 cm. in diameter. 
The localization was mostly infraclavicular. Nineteen patients 
are free from symptoms—16 of the 27 treated conservatively 
and 3 of the 10 treated with pneumothorax; 3 in each group are 
improved. The prognosis appears to be good in cases of tuber- 
culoma without cavitation and with few or no tubercle bacilli. 
In cases with cavitation, particularly with positive bacillary 
findings, artificial pneumothorax may be considered as the 
method of treatment, but the results seem to point in favor 


of pneumectomy. 


Revista Clinica Espafiola, Madrid 
34:75-146 (July 31) 1949. Partial Index 


*Effect of Nephrectomy on Pancreoprivic Diabetes. F. Grande Covian, 

C. Jiménez Diaz and J. C. de Oya.—p. 91. 

—— Diagnosis of Pulmonary Abscess. L. de Lara Roldan. 

Effect of Nephrectomy on Pancreoprivic Diabetes.— 
Grande Covian and his associates demonstrate that nephrectomy 
produces an intense aggravation of the diabetes which follows 
the removal of the pancreas. This effect does not become 
evident when both ureters are ligated. This aggravation of 
diabetes demonstrates that the kidney plays an active role in 
the carbohydrate metabolism. Alloxan, which produces a renal 
lesion, Causes the same aggravation of diabetes in pancreatec- 
tomized dogs. This indicates that alloxan, in addition to its 
effect on the pancreas, also exerts extrapancreatic effects, which 
involve chiefly the kidney, and this explains the forms of 


diabetes produced. Nephrectomy, as such, does not produ 
diabetes in dogs in which the pancreas is intact or has 

been partially removed and which were not previously diabetic 
Nephrectomy only intensifies alloxanic or pancreoprivic diabetes 
The authors conclude that the kidneys intervene in the utiliza. 
tion of the carbohydrates, although the mechanism of their 
action differs from that of the secretion of the pancreatic islets, 


Schweizerische medizinische Wochenschrift, Base] 
79:881-930 (Sept. 24) 1949. Partial Index 


*“Active” Electroencephalogram and Detection of Epilespy by Provog. 
tion. L. Cornil, H. Gastaut and Y. Gastaut.—p. 882. 

“Headache Due to Solitary Cerebroretinal Hypertension. M. G, Girayd, 
—p. 884, 

Question of Existence of Pseudohypoparathyroidism? A, Schiipbach 
and B. Courvoisier.—p. 887. 

Late Manifestations of Osgood-Schlatter Disease. J. E. W. Brocher. 
—p. 890. 


“Clinical and Humoral Study of Effects of Implants of Calciferol (Vita 

min Dz). L. Justin-Besangon and H. P. Klotz.—p. 914. 

“Results of Vaccination Against Tetanus in Allied Armies During Worl 

War II. G. Ramon.—p. 918. 

“Active” Electroencephalograms in Epilepsy.—Corjj 
and co-workers established the diagnosis of epilepsy in nearly 
80 per cent of their patients with the aid of the encephalogram 
which has been made active according to various technics of 
which the “epitest,” i. e., the intravenous injection of metrazol®, 
proved to be the most effective. The metrazol® is injected 
progressively at the rate of 1 cc. of a 5 per cent solution every 
30 seconds while the patient is subjected to intermittent lumin 
ous stimulation at the rate of 15 flashes per second. A short 
jerk in flexion, predominantly in the upper extremities asso- 
ciated with a discharge of frontal bisynchronous spikes, appears 
when about 10 cc. of metrazol® have been injected, but this 
dose varies with the individual person. “Physiologic myoclonia” 
is the term coined for this reaction, which makes it possible 
to determine the convulsion threshold in normal persons as well 
as in epileptic patients. This threshold is frequently reduced 
in epileptics. The “epitest” produces specific abnormal patterns, 
consisting of classic discharges of bisynchronous waves ant 
spikes in patients with idiopathic epilepsy and sinusoidal psycho- 
motor discharges or focalized abnormalities in patients with 
secondary epilepsy. The test must be discontinued in normal 
persons as well as in epileptic patients at the appearance of 
“physiologic myoclonia,” because of the risk of a generalized 
attack. Phenobarbital should be administered intravenously 
after the termination of the “epitest,” even to patients in whom 
the result was negative. Silence, darkness and the pheno- 
barbital induce sleep rapidly and thus offer an opportunity for 
final encephalographic recordings activated by sleep. 

Headache Due to Cerebroretinal Hypertension— 
According to Giraud, isolated rise of arterial retinal pressure 
may be associated with headache as the only cerebral symptom 
in persons whose arterial peripheral pressure is normal. The 
headache may be permanent or intermittent, and it may have 
its onset when the patient awakes. It may be increased during 
digestion or be accentuated by the patient’s leaning forward. 
The pain is dull, generally occipital, frequently also tempore 
occipital and occasionally diffuse. The headache may be ass 
ciated with some subjective sensation, such as inaptitude for 
work, functional disturbance of the acoustic nerve and visul 
disturbances. The association of subjective symptoms with dis 
sociated retinal hypertension is the main characteristic of th 
syndrome. Two groups of patients with this syndrome may b 
differentiated. In one group the retinal hypertension camouflages 
the primary stage of a disease with a progressive course, such 
as hypertension, arteriosclerosis or cerebral tumor. In another 
group the syndrome does not have a progressive course of its 
progression is extremely slow. Occasionally it may be 
result of a definite sequela of a localized disorder which 
regional sympathetic disturbances, and in other cases it may be 
associated with a discrete metabolic or general neurotomt 
deviation. The syndrome may be temporarily or slowly Pf 
gressive, or stationary. It should always be considered a? 
warning sign, but it does not necessarily entail an unfa 
prognosis. 
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Effects of Implants of Calciferol (Vitamin D.).—Justin- 
Besancon and Klotz treated 12 patients, some with tentany due 
to the removal of parathyroids in the course of thyroidectomy 
and some with idiopathic spasmophilia, by subcutaneous implan- 
tation of compressed tablets of 75 or 200 mg. of calciferol 
(vitamin Dz). The blood calcium was increased in both types 
of patients, and this increase persisted for five to six weeks. 
It was associated with a slight increase in blood phosphorus and 
a drop in phosphaturia. The same effect of the same duration 
was produced in dogs with acute parathyroprival tetany by the 
implantation of compressed tablets of 25 mg. of calciferol in a 
dog weighing 10 Kg. Subcutaneous administration of 10 mg. 
of estradiol benzoate daily for fifteen days, starting on the 
fifteenth day of the implantation of the calciferol, retarded the 
ascending curve of the hypercalcemia produced by the implan- 
tation of vitamin Ds. Administration of estradiol benzoate 
started on the first day of the implantation of the calciferol 
prevented the development of hypercalcemia, produced several 
months earlier with the same dose of calciferol in the same 
patient. Identical results were obtained in dogs after implanta- 
tion of calciferol. Estradiol benzoate administered to dogs in 
which hypercalcemia had been induced by implantation of vita- 
min D, acted as an antagonist to calciferol. 

Vaccination Against Tetanus.—Ramon reports the results 
of vaccination against tetanus in the allied armies during World 
War II. \accination against tetanus was made obligatory in the 
French Army by the law of Aug. 15, 1938. Before the outbreak 
of World War II, about 800,000 men were vaccinated with the 
combined tetanus-diphtheria-typhoparatyphoid anatoxin. There 
was not a single case of tetanus in the French Army during the 
campaign of 1939-1940. ‘Systematic immunization against tetanus 
was started in the British Army in 1939. There were only 6 
cases of tetanus among 103,000 wounded on the West front, 
while 25 cases occurred among a much smaller number of 
unimmunized German prisoners of war on the same front. 
Boyd, surgeon general of the British Army, asserted that the 
morbidity rate from tetanus has decreased from 1.5 per 1,000 
wounded in World War I to 0.06 per 1,000 wounded in World 
War II. According to Colonel Long, surgeon of the United 
States Army, there occurred only 12 cases of tetanus among 
army personnel throughout the entire period of World War II. 
Only 6 patients were of the ten million soldiers who had received 
tetanus anatoxin, while the remaining 6 cases occurred among 
the small minority of soldiers who had not been immunized. 
No cases of tetanus were recorded among the American soldiers 
who had been wounded during the 1944-1945 battle in Normandy 
and who had been treated in a French hospital in Garches, 
while 20 cases of tentanus occurred among the unimmunized 
wounded German prisoners of war treated at the same hospital. 
According to Wishart only 3 cases of tetanus occurred among 
the 1 million vaccinated soldiers in the Canadian Army. Thus, 
results obtained in the allied armies during World War II 
proved that tetanus had been eliminated by vaccination with 
tetanus anatoxin. 


Semaine des Hépitaux de Paris 


25: 2933-2958 (Sept. 30) 1949 
Carotid Body Tumors; Clinical and Therapeutic Study. H. Redon 
and M. Dumée.—p. 2933. 
Cranial Manifestations of Guillain-Barré Syndrome. P, Michon and 

_G. Alexandre.—p, 2939, 

New Considerations on Employment of Inositol in Therapy. J. Cour- 

tois, A. Valentino and M. Maitre.—p. 2943. 

Guillain-Barré Syndrome.—According to Michon and 
nin, there are three types of Guillain-Barré syndrome. 
P te may be diffused meningoencephalic symptoms with mani- 
estations of meningitis and intracranial hypertension in the 
—— of discrete psychic disturbances. Symptoms of this 
ype may be explained on the basis of a congestive and edema- 
tous meningitis and by bouts of edema of the centers. The second 
wie Comprises symptoms of paralysis of the cranial nerves 
Gan be correlated with the polyradiculoneuritic syndrome. 
oe these symptoms may be predominant while asso- 
onan With vague peripheral symptoms, or there may be no 

oms other than those of paralysis. Cerebral paralytic 
fymptoms are manifestations of neuritis of an inflammatory but 


essentially regressive character because of the periaxial localiza- 
tion of the inflammatory lesions. The third form of the cranial 
symptomatology is characterized by acrodynia, which may be 
associated with encephalitic and cardiovascular symptoms. 
These symptoms may be linked with disturbances of the 
neurovegetative centers. Cerebral symptoms with their atypical 
manifestations may make diagnosis difficult. Examination of the 
cerebrospinal fluid for the determination of the humoral syndrome 
is of utmost importance in cases which apparently have little in 
common with polyradiculoneuritis. Meningitic symptoms may 
first be associated with hypercytosis while albumino-cytologic 
dissociation may be demonstrated only on repeated lumbar 
puncture from the seventh to the forty-fifth day. Death may 
result in cases with cerebral symptoms with involvement of the 
tenth nerve and of vegetative functions. The use of the iron 
lung may be an aid in passing the danger point, and the tran- 
sitory character of the paralysis may be demonstrated by the 
resulting recovery. 


25: 3065-3114 (Oct. 10) 1949. Partial Index 
Industrial Hygiene and Toxicology in Their Relationship to Occupa- 

tional Medicine. R. Fabre.—p. 3065. 

Industrial and Therapeutic Hygiene. M. T. Regnier.—p. 3075. 
Contribution to Study on Occupational Cancers of the Bladder. R. 

Truhaut.—p. 3078. 

Methemoglobinizing Poisons in Industry. P. Cheramy.—p. 3084. 
*Role of Fluorosis in Industrial and Alimentary Hygiene. R. Truhaut. 

—p. 3086. 

Fluorosis.—Truhaut distinguishes between spontaneous and 
industrial fluorosis. Spontaneous fluorosis prevails in regions 
where the soil or the water is rich in fluorine. A_ peculiar 
disease of domestic animals, particularly of cattle, sheep and 
horses, called “darmous” or “dermeus,” has been observed in 
French Morocco and in other parts of North Africa where 
the soil contains phosphates. The disease is characterized by a 
complex dystrophy of secondary dentition. The same disease 
was observed in men. Some French authors believe that it is 
due to the intake of water rich in calcium fluoride, while others 
consider the water as a secondary factor and attribute the major 
role to plants grown on fluorine-containing soil and particularly 
to the phosphate-containing dust which covers the fodder of 
the cattle because of the aridity of the soil and the violence 
of the wind. Industrial fluorosis may be the result of the 
employment Of fluorine derivatives as primary substances in 
the metallurgy of aluminum, beryllium and magnesium. Indus- 
trial fluorosis may also result from fluorine derivatives which 
in the form of impurities contaminate the primary substances 
in the production of superphosphates (chemical fertilizers), in 
the manufacturing of glass, enamel and cement, in refining of 
petroleum and in electrical welding of metals. Alterations in 
teeth and in bones such as osteopetrosis, osteosclerosis and osteo- 
porosis, and fluoric cachexia, are the major toxic symptoms. 
They are the result of a disturbance of the phosphorus-calcium 
metabolism. Encouraging results were obtained in patients with 
“darmous” who were given calcium phosphate. Administration 
of vitamin D is likewise recommended. 


Strasbourg Médical 
109: 277-306 (Sept.) 1949 
*Tularemia. P. Monnet.—p. 279. 
Indications for Electroshock in Medical Practice. G. Robin.—p. 286. 
Tularemia.—According to Monnet, tularemia was unknown 
in France prior to 1946. Since then 33 cases of tularemia in 
human beings and 1 case of epizootic tularemia among hares 
were reported. Since 1947 the French law requires physicians 
to report the disease. The import or transit of domestic and 
wild rodents and of their skins from certain countries into 
France and through France is either completely prohibited by 
law or requires a health certificate from the veterinary service 
of the country of origin stating that the country is free of 
tularemia. The hare appears to be the common carrier of the 
disease among the wild rodents in France. The serum test is 
a reliable diagnostic method. Both streptomycin and bismuth 
sodium tartrate are highly effective in the treatment of the 
disease, The disease appears to be not as severe in Western 
Europe as in other countries but still capable of causing a 
prolonged invalidism and asthenia. 
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Book Notices 


Tue REVIEWS HERE PUBLISHED HAVE BEEN PREPARED BY COM- 
PETENT AUTHORITIES AND DO NOT REPRESENT THE OPINIONS 
OF ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED. 


Medicine of the Year: First Issue, 1949. Editorial Direction: John 
B. Youmans, M.D., Dean, College of Medicine, University of Illinois, 
Chicago. Internal Medicine, Hugh J. Morgan, M.D., Professor of Medi- 
cine, Vanderbilt University, Nashville, Tenn. Obstetrics, Frank Whitacre, 
M.D., Professor of Obstetrics and Gynecology, University of Tennessee, 
Memphis, Tenn. Pediatrics, Henry G. Poncher, M.D., Professor of 
Pediatrics, University of IMlinois. Surgery, Warren H. Cole, M.D., Pro- 
fessor of Surgery, University of Illinois. Contributors: Hugh J. Morgan, 
and others. Cloth. $5. Pp. 143. J. B. Lippincott Company, 227-231 
Ss. 6th St., Philadelphia 5; Aldine House, 10-13 Bedford St., London, 
W.C. 2; 2083 Guy St., Montreal, 1949. 

Because of the yearly developments in medical research and 
practice, publishers are cofstantly attempting to bring to the 
attention of physicians the benefit of newer discoveries and the 
true status of older technics which have become antiquated. 
This book is intended to provide the practitioner “with a read- 
able, brief, concise presentation of the changing events in 
medicine during the preceding year and help keep him abreast 
of progress.” The publishers have made a laudable attempt to 
meet this objective. Included in this issue are brief discussions 
by recognized contributors in internal medicine, surgery, obstet- 
rics and gynecology and pediatrics. Included in these broad 
divisions are sections on allergy, cardiovascular diseases, neu- 
rology, pulmonary diseases and other phases of medical practice. 
Some indication of what appears in each section can be obtained 
from the discussion on pulmonary diseases, which includes lobar 
pneumonia, viral pneumonias, influenza, other forms of pneu- 
monia, pleurodynia, histoplasmosis, coccidioidomycosis, pulmo- 
nary tuberculosis, aluminum therapy in silicosis, pneumonitis 
caused by beryllium, treatment of intractable bronchial asthma 
and emphysema, pulmonary edema and a description of a new 
respiratory mask. Obviously the discussions are brief. 

Photoradiography in Search of Tuberculosis. By David Zacks, M.D., 


Chief of Clinics, Massachusetts Department of Public Health. Cloth. 
Vrice, $5. Pp. 297, with 274 illustrations. Williams & Wilkins Company, 


Mt. Royal & Guilford Aves., Baltimore 2, 1949. 

This volume, which is both well written and well illustrated, 
covers the subject of mass chest roentgenography thoroughly 
and in detail. The book is divided into two main sections: 
The first half deals with the organization, personnel and opera- 
tion of mobile x-ray units; the second half consists of an atlas 
of chest roentgenograms. 

On the subject of the efficient mobile unit, the reader benefits 
by the author's twenty years of experience in this type of 
organization and his exhaustive study of the problems which 
might arise and their practical solutions. The author describes 
in detail the most satisfactory arrangements of a mobile unit, 
the personnel required for the most efficient service, the tech- 
nical factors concerning both the 70 mm. and 4 by 5 inch (10 
by 13 cm.) type of roentgenogram and the professional services 
required in the interpretation of the roentgenograms and the 
proper handling of the patient who has a vague or definite 
lesion. 

The author stresses and explains the importance of the gen- 
eral practitioner in the study of the patient referred to him 
as a result of the chest survey program and the necessity of his 
cooperation if the survey is to be a success. The role of the 
industrial medical department in mass chest surveys and the 
proper managemeat of the employee with a chest lesion is also 
emphasized and discussed. The plans and various methods of 
securing good follow-up studies, which are essential, are also 
explained. 

The atlas consists of about 250 chest roentgenograms which 
demonstrate minimal and advanced tuberculous lesions, anoma- 
lies of the thorax and the cardiac and mediastinal lesions which 
one encounters most frequently in chest roentgenograms. 
The details of the original roentgenograms are preserved 
exceptionally well in the reproductions. This book is especially 
recommended to those engaged in or about to institute a chest 
survey study. It is also of value to physicians who see patients 
referred by the survey units. 
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Trials of War Criminals Before Nuernberg Military Tribunals, unde 
Control Counsel Law No. 10, Nuernberg, Oct. 1946-Apr. 1949. Voi, ;. 
Case 1, United States vs. Karl Brandt, et al. (the Medical . 
United States Department of Defense, Department of the Army, Adjutant 
General's Department. Cloth. $2.75. Pp. 1004, with illustrations 
Supt. of Doc., Government Printing Office, Washington, D. C., 1949, 

This is the first of 15 volumes of official record of th 
Nuernberg War Crimes Trials, which began in October 19% 
and ended in April 1949. This first volume and the one which 
will follow it deal with the first of the 12 War Crimes Trials 
This first trial has been called the “Medical Case,” because jt 
dealt with the war crimes of a medical nature. 

The English transcript of the Court proceedings of the Med- 
ical Case runs to 11,538 mimeographed pages, so that this 
volume represents only extracts of the full record. However, 
it does contain all of the essential details of the indictment, 
arraignment, extracts from augumentation and evidence of 
prosecution and defense, rulings of the tribunal, judgment and 
sentences. 

A short account of the Nazi Medical Crimes trial has already 
appeared in book form (Mitscherlich, A., and Mielke, F.: 
Doctors of Infamy, New York, Hepry Schuman Publishers, 
1949). This longer, official version will be a valuable source 
book for those interested in the many implications which these 
trials hold for all thinking persons. 

Most doctors are now familiar to some extent with the 
horrible crimes with which these 23 men were charged. In this 
book will be found the legal arguments and documentary eyi- 
dence containing the lurid details of the following criminal 
experiments: investigation of the limits of human endurance 
at high altitude ; investigation of the revival from severe chilling 
or freezing; attempts at immunization against malaria; the 
effects of exposure to mustard gas; bone, muscle and nerve 
transplantation from one person to another; investigations on 
the effects of drinking sea water; experimental induction of 
epidemic jaundice; experiments on development of methods for 
mass sterilization by roentgen rays, surgery or drugs; spotted 
fever vaccine experiments; the effect of various poisons on 
human beings; the effect of various drugs on experimentally 
produced phosphorus burns; collection of skulls of Jews for 
Strassburg University; the euthanasia program, and direct 
extermination of racial groups and undesirable patients. 

The importance of this book is in the lessons it holds for 
doctors (and others) everywhere. It clearly shows that this 
Nazi infamy went unopposed by the German medical pro 
fession as a whole, thus showing that acquiescence to a false 
ideology cannot but lead to dishonor and crime. 

The answer to the question, Were the criminal experiments of 
any real scientific value? is plainly evident in the record of 
this trial. Obviously they were of no scientific value. Here 
indeed is clear evidence that the ends can never justify the 


means. 

Arterial Hypertension: its Diagnosis and Treatment. By Irvine # 
Page, M.D., and Arthur Curtis Corcoran, M.D. Second edition. Cloth 
$5.75. Pp. 400, with 20 illustrations. The Year Book Publishers, Ine, 
200 E. Mlinois St., Chicago 11, 1949. 

The authors have again achieved a well balanced, concise 
discussion of a subject which encompasses many controv 
areas. It reflects the seasoned and conservative judgment of 
workers who have long been engaged in intensive laboratory 
and clinical investigation of hypertensive diseases. 

As stated in the preface, “This book is intended to be of use 
to those who undertake the care of patients suffering from 
arterial hypertension. It is composed of recommendations, pre 
scriptions and techniques of diagnosis which we considet 
important and practical. However, the book is bound 
together by a concept of the nature of essential hypertensiot 
which constitutes its form. . . We do not know th 
essence of essential hypertension. It is unlikely that anyom® 
will ever be able to offer a single unitary concept of what 
seems to us its multiphasic mechanism.” i 

There are 16 chapters, divided somewhat arbitrarily ml 
five sections. Section I considers normal blood pressure, class 
fication of hypertension, hypertension of known or a 
origin, tests of vascular responsiveness and early stages of 
hypertension. Although essential and malignant 
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form the subject of this book, and they account for 90 to 95 per 
cent of all hypertensive disease, some 50 diseases are listed 
which cause or are associated with hypertension. The more 
important ones are briefly described. 

Section II consists of chapters on essential and malignant 
hypertension, physical examination (chiefly devoted to the 
examination of the eye grounds) and psychotherapy and related 
problems. 

Section III discusses circulation and clinical considerations 
in early hypertension. 

Section 1’ considers hypertensive heart disease, the cffects of 
arterial hypertension on the brain, the kidneys in hypertension 
and hypertensions in relation to pregnancy. 

Section V consists of three chapters on the treatment of 
hypertension. These discussions reflect the authors’ mature 
and conservative judgment at its best. “No one who has 
watched the course of medical treatment in hypertension over 
years can fail to be impressed by the divergencies of claims and 
results as remedy after remedy has its brief course on the 
stage. As a result, some workers have become therapeutic 
nihilists, while others have remained enthusiasts who join each 
new battalion of the credulous and hopeful. There is, of course, 
a mean. What can be corrected is the tendency of 
some physicians to view all hypertension as a single and insolu- 
ble problem, so that they neglect the safeguards and advantages 
of careful diagnosis and evaluation. Another, a related error, is 
the trust in some simple, magical cure, sufficient in itself, which 
will dispense with the need for effort in doing the things 
that are at hand to be done and that are effective.” Of the 
50 pages of discussion on treatment, only 2 are devoted to kid- 
ney extract, a subject in which the authors have pioneered. 
The chapters on sympathectomy and on diet are especially dis- 
tinguished for their restraint and critical evaluation. 

This masterly book is notable for a concisiveness consistent 
with a satisfying coverage of a diffuse and often controversial 
subject. It is a presentation which could have been achieved 
only by authors who have had intensive personal experience 
with an extensive clinical material combined with thoughtful 
consideration of a voluminous literature. It is recommended 
for students as well as practitioners in all fields in which arterial 
hypertension is a problem. 


For the Disabled Sick: Disability Compensation. By Nathan Sinai, 
Dr. P.H. Research Series No. 5, Bureau of Public Health Economics, 
School of Public Health, University of Michigan. Paper. $1. Pp. 126. 
Ann Arbor, Mich., 1949. 

This is a brief historical review of the trend toward legis- 
lative action in the field of compulsory disability legislation 
followed by a critical analysis of the present compulsory cash 
sickness compensation programs in Rhode Island, California 
and New Jersey. Primary emphasis is placed on the adminis- 
trative aspects. 

The author sees compulsory disability compensation as a 
part of & connected chain of events attached to the Industrial 
Revolution as inevitable in the search for “protection against 
any calamity that interrupts the continuity of earnings.” After 
carefully building up the case for his views the author goes on 
to state it is an error to assume that “nothing can be done 
but sit back and wait for things to happen.” On the contrary 

much can be done,” first by independent analysis of 
the problems at issue and the study of existing experience and 
then later by compromise between the groups representing 
extreme positions on the issue—pro and con. It is these con- 
cepts that actuated the study. 


The Rhode Island and California programs are presented in 

ail, with careful consideration as to shortcomings, both 
legislative and administrative. The New Jersey program, 
having been in operation only a few months, is, of necessity, 
treated in less detail. Finally, the three programs are viewed 
¢_ ‘erms of trends and policies with regard to legislation, 
is study both inter: 
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Rheumatic Fever: Nursing Care in Pictures. By Sabra S. Sadler, 
R.N., B.S., Consultant Nurse, Rheumatic Fever Program, Virginia State 
Health Department. Boards. $3.50. Pp. 151, with 204 illustrations. 
J. B. Lippincott Company, 227-231 S. 6th St., Philadelphia 5; Aldine 
House, 10-13 Bedford St., London, W.C. 2, 1949. 

This book was written and illustrated primarily for parents. 
It is intended to supplement particularly the services and instruc- 
tions of the public health nurse in the home of a patient with 
rheumatic fever. In the introduction the cause, pathology, mani- 
festations, course, prognosis, diagnosis and treatment of rheu- 
matic fever are discussed by Dr. R. R. Porter. The following 
chapters encompass understanding the visit to the doctor, prepa- 
ration for bedrest, personal care of the patient, care activities, 
diet in rheumatic fever, medicaments and treatments and home 
teaching. The book is illustrated throughout by informative 
photographs. The procedures are explained in detail and, with 
the many illustrations, should be readily understood. 

The author has made an excellent contribution in her book in 
giving detailed instructions on the care of children with rheu- 
matic fever to those who frequently must assume this respon- 
sibility. She has done it with the insight that her experience in 
the field has given her. 

This book is an excellent reference for public health nurses, 
supervising nurses on pediatric services and those in charge of 
the convalescent care of children with rheumatic fever. 


Materia Medica for Nurses. By Lois Oakes, S.R.N., D.N., Examiner 
to the General Nursing Council for England and Wales, and Arnold 
Bennett, M.P.S., Chief Pharmacist, Walton Hospital, Liverpool. Third 
edition. Cloth. $3. Pp. 373. Williams & Wilkins Company, Mt. Royal 
& Guilford Aves., Baltimore 2, 1949. 

The authors, in their preface, state that this book has been 
brought up to date insofar as the official drugs and doses of 
“The British Pharmacopoeia” are concerned. While this goal 
has been accomplished, this small compendium of drugs and 
doses does not compare favorably in factual material with “New 
and Nonofficial Remedies” and “Epitome of the Pharmacopoeia 
of the United States and National Formulary.” The book is 
replete with the older terminology of materia medica such as 
“cataplasmata” for poultices, “buginaria” for nasal bougies and 
“haustus” for draughts, whereas actually both the terms and 
procedures have long since disappeared from American thera- 
peutics. 

One wonders why only parathyroid tablets for oral use are 
mentioned in this book and how they possibly can be effective 
in the treatment of parathyroid tetany. Penicillin is covered in 
two small pages, with statements such as the following, which 
could be misleading: “In addition to aqueous and oily injection 
penicillin can be administered by continuous drip infusion.” The 
authors may be able to use this book in their own teaching, but 
it is wholly inadequate for teaching the rudiments of pharma- 
cology and therapeutics in Amertcan nursing schools. 


Obstetrics and Gynecology: A Synoptic Guide to Treatment. By 
Beatrice M. Willmott Dobbie, M.A., M.B., F.R.C.S., Honorary Surgeon, 
Birmingham and Midland Hospital for Women, Birmingham, England. 
Cloth. $5.50. Pp. 358, with 22 illustrations. Paul B. Hoeber, Inc., 
Medical Book Department of Harper & Brothers, 49 E. 33d St., New 
York 16, 1949. 

This small book is claimed to be an elemental treatise for the 
general practitioner, “especially the novice.” It is 
definitely nothing more. At times it is difficult for the reader 
to decide whether it is intended as a book for midwives or for 
inexperienced physicians. In Great Britain the midwife has a 
different and better status than she has in this country. More- 
over, the family physician in Britain attends many of the female 
population in homes whereas in the United States most 
deliveries are at hospitals. A considerable section of the book 
is devoted to “Domicilliary Midwifery—Normal and Abnor- 
mal.” Delivery is accomplished with the patient on her side 
(lateral position) a position seldom used in America; various 
drugs are advised with unfamiliar British names. The illus- 
trations are simple but adequate 

Obviously this book would be more useful and popular in 
Great Britain than here, and one wonders whether the elemental 
character of the book reflects the general standards of obstetri- 
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cal care available there under the present system of socialized 
medicine. Do their practitioners need to be “talked down to” 
as the author has done in her book? 

There is much advice about patient-doctor relations and the 
psychologic approach to the patient with respect to her fears of 
pregnancy and labor and discussion of stillbirths, cancer, 
sterility and similar items. 

The author appears to have abandoned caliper measurements 
of the pelvis but does not stress roentgen pelvimetry, reliance 
being placed on manual “head-fitting” at 36 weeks as an index of 
cephalopelvic disproportion. Nitrous oxide and oxygen or 
chloroform are preferred for delivery. 

The sections or chapters on gynecologic symptoms, diagnosis 
and treatment are simple and concise. The entire book is prac- 
tical, and true to its purpose, no attempt is made to describe 
classic operative procedures in gynecology. The book is to be 
recommended to students and to general practitioners who 
want a handy reference in compact form. It would not be 
informative to those trained in the specialty of obstetrics and 
gynecology. It migl.t be of value to teachers, as perusal of this 
small book would draw attention to fundamentals of teaching. 


Le systéme nerveux végétatif. Par G. Tardieu et C. Paper. Price, 
1950 francs. Pp. 742, with 111 illustrations. Masson & Cie, 120 Blvd. 
Saint-Germain, Paris 6°, 1948. 

This book will interest anatomists, physiologists and phar- 
macologists who may be engaged in research on the autonomic 
nervous system. It is neither introductory nor exhaustive but 
a presentation of modern concepts. Part I summarizes the 
neuroanatomy in 65 pages and part II the physiology in 142 
pages. The remaining six parts deal, respectively, with the 
experimental medicine of the autonomic system, the applications 
to topographic neurodiagnosis, anatomicophysiologic considera- 
tions in autonomic disorders, contributions of experimental 
medicine to the pathology of autonomic disorders, the etiology 
and the therapy of autonomic disorders. The illustrations include 
some good diagrams and a wealth of photomicrographs. There 
is a bibliography of about 600 references, a table of contents 
and an index. While the book is not of much immediate use to 
the practicing physician, it should prove valuable as a reference 
work in several fields of research. 


Die Schmerzverhitung bei chirurgischen Eingriffen. Von Dozent Dr. 
aul Moritsch, Primarius der Il. chirurgischen Abteilung des Krank- 
enhauses Lainz/Wien. Band V, Wiener Beitrige zur Chirurgie, heraus- 
gegeben von Professor Dr. Rudolf Demel, Wien. Cloth. Price, $9.60. 
Pp. 279, with 92 illustrations. Wilhelm Maudrich, Spitalgasse 1B, 
Vienna IX/2, 1949. 

In this book the older and newer methods of anesthesia are 
presented in a rather complete manner from the German point 
of view. The author discusses many technics and results of 
new physiologic and pharmacologic studies and certain technical 
improvements in methods. A+ general consideration of local 
anesthesia and general anesthesia is presented, including intra- 
tracheal anesthesia, refrigeration anesthesia, spinal anesthesia 
and the use of curare. Advantages and disadvantages and 
dangers are discussed, as well as the selection of anesthesia, 
and the preoperative and postoperative anesthetic handling of 
patients is described. The book will interest many of those who 
wish to know the German point of view in this special field. 


Muscles: Testing and Function. By Henry Q. Kendall and Florence 
P. Kendall, Physical Therapy Department, Children’s Hospital School, 
Baltimore, Md. Cloth. $7.50. Pp. 278, with 163 illustrations. Williams 
& Wilkins Company, Mt. Royal & Guilford Aves., Baltimore 2, 1949. 

This volume is devoted to a detailed consideration of muscle 
testing for purposes of physical diagnosis. The text is clear and 
systematic and is accompanied with a wealth of line drawings and 
photographs that give it permanent value as a reference work. 
The table of innervations is elaborate and should prove useful 
in deciding the nature of the nerve lesion causing a given mus- 
cular dysfunction. Of particular interest are the examination 
charts used in the Children’s Hospital of Baltimore for record- 
ing the results of examinations. There is a good index. The 
book is recommended to all concerned with the care of patients 
with weakness due to poliomyelitis, peripheral nerve lesions and 
similar neuromuscular disorders. 
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Morbus Caeruleus: An Analysis of 114 Cases of Congenital Hear 


Disease with Cyanosis. Edited by E. Mannheimer. By 8. Eek, 
and others. Bibliotheca cardiologica, Supplementa ad Cardiologia, Inter. 
nationales Archiv fiir Kreislaufforschung. Fasc. 4. Editores: 
Paper. 40 Swiss francs. Pp. 332, with 122 illus. 
22, Basel; 215 4th Ave., New York 3, 


Kisch, W. Léffier. 
trations. S. Karger, 
1949. 

This monograph presents the results of elaborate studies of 
114 cases of congenital heart disease with cyanosis. The studies 
include a discussion of embryology, clinical observations, roent- 
genologic examination, angiocardiography, electrocardi 
circulation time and cardiac catheterization. A number of case 
reports have been included. 

The book is well written, and the illustrations are good. It 
can be highly recommended to the student of congenital heart 
disease. Here, in a single volume, one finds a practical dis- 
cussion of the various methods employed in the effort to arrive 
at a diagnosis of congenital cardiac malformations. 


Jest What the Doctor Ordered. By Dr. Francis Leo Golden. With a 
Foreword by N. Bertram Cole, M.D., F.A.C.S. Illustrated by Barye 
Phillips. Cloth. $2.95. Pp. 256, with illustrations. Frederick Fell, 
Inc., 386 4th Ave., New York 16, 1949. 

The author of “For Doctors Only” has accumulated in another 
book stories and anecdotes, most of which are concerned with 
medical problems. However, as seems inevitable when one uses 
the best material for his first book, the author has reached 
considerably beyond medical affairs to gather presumably amus- 
ing items. Some, however, are not amusing and are not exactly 
“jest what the doctor ordered.” Nevertheless, the book has 
many items that are truly rib tickling, and it should provide a 
considerable source of amusement from time to time when the 
physician is looking for lighter moments. If the reviewer seems 
slightly critical, it is perhaps because an unnecessary amount 
of “corn” appears in the text and in the preface. 


_Rygmarvens patologiske anatomi ved dissemineret sclerose og dis- 
semineret encephalomyelitis. [By] Torben Fog. [Pathologic Anatomy 
of Spinal Cord in Disseminated Sclerosis and Disseminated Encephal- 
omyelitis.] Denne afhandling er af det legevidenskabelige Fakultet an- 
taget til offentlig at forsvares for den medicinske Doktorgrad, K@benhavn, 
1948. Paper. Pp. 276, with 21 illustrations. Ejnar Munksgaard, 
Norregade 6, Copenhagen, K, 1948. 

This is a critical study of the histopathology and the proved 
and possible causes of this pathology, based on the study of 
the postmortem material of 8 patients and of the entire litera- 
ture on this pathology. The author concludes that the histologic 
changes in disseminated sclerosis and encephalomyelitis may be 
due to circulatory disturbances. The venous drainage may be 
blocked locally and temporarily by agglutinations as described 
by Knisely and Bloch. A summary is presented in English 
(pages 242-247). This work was presented to the medical faculty 
of the University of Kopenhagen by the author as the thesis 
required for his M.D. As such it is outstanding. 


Ilustrations of Surgical Treatment, Instruments and Appliances. By 
Eric L. Farquharson, M.D., F.R.C.S., Assistant Surgeon, Royal Infirmary, 
Edinburgh. With a Foreword by the Late Sir John Fraser, Bt., K.C.V.0., 
M.C., M.D. Third edition. Cloth. $7. Pp. 391, with 61 illustrations 
Williams & Wilkins Company, Mt. Royal & Guilford Aves., Baltimore 
1949. 

This is a unique contribution to surgical literature confined 
essentially to photographic illustrations of practical methods 
of surgical treatments which are rarely covered in the textbooks 
on general surgery. The volume is intended particularly for the 
student, the house surgeon and the recent graduate in his 
practical work. Fractures and orthopedic procedures and appli- 
ances comprise the bulk of the book. The photographs and the 
type used are excellent. 


Von Alexander S. Weiner, M.D., F.AC.P., FCAP 
Price, 2.40 marks; 75 cents. Pp. 28, with 3 illustrations 

Diemershaldenstrasse 47, Stuttgart-O; imported by Gras? 
& Stratton, Inc., 381 4th Ave., New York 16, 1949. 

This is a German translation of the Rh Glossary published 
in the Laboratory Digest in May 1949. It summarizes, & 
definitions, the present knowledge of the Rh problem. Unfarti 
nately, it gives only Wiener’s concept, interpretation re 
terminology, making no mention of controversial matter on 
CDE nomenclature. 
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Queries and Minor Notes 


Tue ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 


aergortTizs, THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
axy OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
ye NOTICED, EVERY LETTER MUST CONTAIN THE WRITER'S NAME AND 
,poress, BUT THESE WILL BE OMITTED ON REQUEST. 


BASKETBALL AT A GIRLS’ SCHOOL 
To the Editor-—A new gymnasium teacher in a girls’ school believes that 


Answer.—There is no reason why a basketball program 
developed especially for girls, employing girls’ rules, conducted 
apart from the boys’ program, and coached and officiated by 
competently prepared women should not provide a wholesome 
sports activity for girls. The physical condition of prospective 
players should be appraised by medical examination before par- 
ticipation, and medical judgment should determine fitness to 
return to play after serious illness or injury. The most desirable 
program is one emphasizing intramural competition (games 
between teams from within the school) with an occasional 
sports-day involving neighboring schools in which social objec- 
tives are stressed. The varsity pattern of championships and 
strenuous schedules is not recommended for girls. 

Modification of the game and its rules, including shortening 
of playing periods, allowing for frequent substitutions, and 
extending the length of “time-outs” and the number permitted 
per quarter, are some of the measures that will act as safe- 
guards in adapting the game to the 11 to 14 age group. During 
the menstrual period exercise should depend on individual 
reaction to activity. Caution requires the elimination of severe 
forms of competitive sport during the first day or two of the 
period for most girls, with restrictions indicated by personal 
experience prevailing later. A few girls may require rest 
during the entire period. 

A good physical education program offers a wide variety of 
worth while experiences to meet the varying needs of pupils. 
Enthusiasm for basketball or any of the so-called major sports 
should not be allowed to center attention on one game to the 
exclusion from the program of other desirable forms of activity. 


IMPOTENCE AND VARICOSE VEINS OF PENIS 
To the Editor:—A patient 39 years old complains of impotence and vari- 
cose veins of the penis. Both conditions have grown progressively worse 
in the past eight years. He has had two cystoscopic examinations by 
competent urologists, the last time a year ago, with negative results. 
The prostate and seminal vesicals are normal; other symptoms are of 
mo consequence. When the patient lies prone, the penis is normal, but 
when he stands for a few minutes the veins become tortuous and dis- 


dis 
being pendant, loses its flaccidity and becomes congested, assuming a 
half horizontal position. The distended condition of the corpus can be 
felt from the glans to the base. The urologists have said that the veins 
were not a factor in the impotence, but it would seem otherwise to me. 


_ Axswer—The patient appears to be suffering from two dis- 
unct conditions: impotence and varicose veins of the penis. 


Impotence is rarely, if ever, due to varicose veins of the penis. 
t ts difficult to reconcile the statement that the corpus caver- 
re) becomes distended with blood and results in a loss of 
accidity. 
out cases of impotence are due to a low grade infection in 
/€ prostate or seminal vesicles, or both. The presence of infec- 
ton in these organs should be ruled out by obtaining three 
Pye Strippings from the prostate at intervals of ten days. 
‘ales 's present in the strippings, the patient should have pros- 
De oon twice a week and heat in the form of sitz baths 
Irrigations. The treatment should be continued 
strippings*are free of pus on microscopic examination. 
pl wc drugs and antibiotics are of little value in this 
tion. 
In an occasional case, the im ie 
. » potence may be due to a systemic 
‘ isease to explain the impotence, it 
Would be well to refer the patient to a sinttinnnahen. 
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CONTAMINATION OF WATER AT BATHING BEACHES 
To the Editor:—Analysis by the Wisconsin State Laboratory of Hygiene of 
' @ 10 cc. sample of water from the end of my pier at a Lake Michigan 
cottage shows Bacillus coli 5 plus; the sanitary quality is poor. Is this 
water safe for swimming? If not to whom should | go to stop the con- 


tamination? H. W. Hein, D.0.S., Milwaukee, Wis. 


Answer.—Circular no. 125 issued by the State of Illinois 
Department of Public Health provides the following statements 
applicable to the situation: 

“No satisfactory bacteriological standards for water at lake 
bathing beaches or natural and semi-artificial pools having 
earth or sand bottoms have been developed and adopted. All 
such waters are subject to surface contamination and bacterial 
analyses show contamination jn varying degrees so that the 
water does not meet the bacterial standards for a safe drinking 
water. No laboratory procedure has yet been developed by any 
Federal, State, or other laboratory to determine satisfactorily 
if infectious material is mixed with the nonharmful surface 
contamination normal for such waters. 

“Unless the beach water is being chlorinated, no definite 
opinion can be formulated as to the safety of the water for 
swimming purposes on the basis of analyses. Therefore, 
although analyses have some value as an index of the cleanliness 
of the water, they are of little value in giving a definite opinion 
as to the freedom of such waters from harmful pollution. The 


best procedure to follow for earthbottom swimming places is as 


follows : 

“1. Be sure that the waters are not receiving directly or 
indirectly sewage from sewers, septic tanks, cesspools, privy 
vaults, etc., or seepage from distant sources of pollution through 
creviced limestone. Septic tanks and cesspools, if discharging 
on the surface of the ground or into ditches, contribute pollution 
to lakes and streams. 

“2. Provide adequate toilet facilities so the swimmers will not 
pollute the water with human wastes. 

“3. Require the bathers to take a cleansing shower with soap 
and warm water before entering the swimming area, in order 
to help keep the water clean, as well as safe. 

“4. Prohibit from entering the area any person suspected of 
having skin disease, or having an open sore, a cold, or other 
communicable disease. 

“5. In the absence of a natural movement or circulation of 
the water, provide for artificial circulation, including replace- 
ment with clean, fresh water and chlorination of the water as 
circulated. 

“6. Treat the water with copper sulphate to prevent or control 
the growth of algae (green slime or scum). The algae are not 
harmful but give the water a green, turbid, unpleasant appear- 
ance and may give the water a disagreeable or foul odor, 
especially if quantities of algae die and decay. Treatment of 
large lakes with copper sulphate is not practical. " 

“7. At small beaches, restrict the number of swimmers to avoid 
congestion, which is a physical as well as a sanitary hazard. 

“If the above instructions are followed properly, the swimmers 
may be fairly well protected against contracting illness from 
the water, but there cannot be the same safety as prevails in 
swimming pools where arrangements and equipment are such 
that the water can be maintained clear, clean, and practically 
free from bacterial pollution at all times. 

“The waters of many natural areas can be materially improved 
and made temporarily safe by the installation of pumps and 
suitable piping for circulating the water through the area and 
by disinfection to maintain a proper residual chlorine in the 
water. Such procedure will not remove the turbidity from the 
water nor improve its appearance, but with equipment properly 
installed and operated the water can be made about as free 
from pollutional bacteria as the water in an artificial pool. 

“Even when the water is kept clean, clear and reasonably 
free of bacteria, it is possible for the swimmers to develop ear 
and sinus infections. Infectious material may be in the nostrils 
of a person and when such person dives into water or sub- 
merges, the infectious material may be forced into the sinuses 
connecting to the nasal passage or through the Eustachian 
tubes into the middle ears. Also a person with infectious mate- 
rial in the nostrils, attempting to blow out water, may force the 
infectious material into the sinuses or into the middle ears. A 
person who is susceptible to such infections should avoid diving 
and submerging while swimming. 

“The proper and ‘safe layout and sanitary control of a swim- 
ming area relate not only to the water but also to the sanitary 


etching is bad for them. All the girls are upset at the decision, and ! 
would like to know whether there is any medical reason for this opinion. 
Gordon M. Bruce, M.D., New York. 
a. 
= 
a 
= 
<< 
|= 
i | 
tended, especially the lateral branches. The glans become bluish from 
the venous blood, and the corona resembles a dark blue ring. The 
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facilities provided for the swimmers and how effectively they 
carry out the rules of personal hygiene and public health. 
Many of the sanitary standards adopted for artificial swimming 
pools by the American Public Health Association and Confer- 
ence of State Sanitary Engineers apply equally well to lake 
and stream areas which may be used for swimming. 

“Because of the many problems of safety and sanitation 
which are difficult to control practically at natural or semi- 
artificial swimming areas, this Department discourages the 
development of such projects.” 

Contact your state health department for cooperation in 
providing safe and sanitary bathing facilities. 


CONGENITAL HEMOLYTIC ICTERUS 
To the Editor:—A 31 year old woman has congenital hemolytic icterus, as 
evidenced by spherocytosis, increased red cell fragility, over 20 per cent 
reticulocytes in peripheral blood and pronounced normoblastic activity in 
the bone marrow. The result of the 


sometimes down to the umbilicus, 
breadths below the costal margin; it is smooth and slightly tender. 


Except for moderate anorexia during 

no symptoms of biliary or gallbladder disturbance. In a recent 

crisis, the red cells were 2,300,000, hemoglobin 9.0 Gm., 

22 «units, cephalin cholesterol reaction 4 plus and 

1. Is liver damage a serious problem in this disease, 

normal be expected with cessation of acute hemolysis b 

splenectomy be considered? There were no manifest symptoms 

disease until about three and a half years ago; since 

been only two short intervals of moderate disability. 3. 

of liver damage during a period of latency, as shown by various tests 

hepatic function, contraindicate operation? 4. 

mortality rate in splenectomy for this disease? 5. 

term prognosis if splenectomy is not done? 

Answer.—l. Liver damage is not a serious problem in this 
disease, although in cases of severe, long-standing disease con- 
siderable liver damage may develop. This may be due to com- 
plicating factors such as gallstones and secondary infections. 
During acute hemolytic crises transitory evidence of liver 
dysfunction may appear, such as positive reactions to flocculation 
tests, but would not necessarily indicate serious or permanent 
liver damage. 

2. The most important indication for splenectomy is probably 
the severity of the anemia, especially in the intervals between 
crises and the degree of resultant disability. A red cell count 
persistently under 3,000,000 is a strong indication for operation. 

3. Operation is not contraindicated unless there is evidence 
of acute hepatitis, which may subside with time. Severe chronic 
liver disease is aggravated by anemia, and, since the only 
satisfactory treatment of the latter in chronic hemolytic anemia 
is splenectomy, operation is often actually indicated. Positive 
results in flocculation tests as in this case suggest acute liver 
injury and do not necessarily indicate severe damage. A low 
serum albumin level or increased prothrombin time in the 
presence of adequate vitamin K indicates severe liver injury. 

4. The average mortality rate for splenectomy is about 3 
per cent. 

5. In this case it is unlikely that there will be much spon- 
taneous improvement,: although it is possible. Thus chronic 
anemia will persist and perhaps become worse. Various com- 
plications may develop, the commonest being gallstones. Splen- 
ectomy may retard or even prevent many of these complications. 
It should be pointed out, however, that the disease is compatible 


with a long life. 


mucinous cys of 
have to tap her abdomen once a week, obtaining about 6 quarts (about 
5 liters) fluid each Is there any known method of reducing the 


J. P. Dietrich, M.D., McMinnville, Tenn. 


ANSWER.—Continuous catheter drainage has been attempted 
in situations such as described, but the incidence of infection 
with resulting death is too high to justify the procedure. 
Implantation of braided silk into the peritoneal cavity and then 
carried down into the thigh beneath the fascia will permit seep- 
age of the fluid and absorption in this way. The procedure is 
valuable in cases as extreme as the one reported. 


OUERIES AND MINOR 


NOTES 


INDICATIONS ABORTION 
To the Editor:—What, in general, are the indications for abortion? 
Howard L. Mitchell, M.D., Lexington, Vp 
Answer.—Therapeutic abortion is rarely indicated; medical 
therapy has improved so much that few affections justify its 
performance. According to DeLee and Greenhill’s “Text book 
of Obstetrics,” (ed. 9, Philadelphia, W. B. Saunders Company 
1947, p. 964, the following conditions are considered indication, 
for therapeutic abortion: (1) Hyperemesis gravidarum js " 
real but restricted indication for abortion. In cases of ici 
vomiting, with evidences of involvement of the liver and ki 
one should not wait too long before emptying the uterys, (2) 
Advanced tuberculosis which does not respond to treatment js 
considered to be an indication by some obstetricians, but this 
indication should be rare. (3) Likewise heart disease is a rare 
indication. (4) Disease of the kidneys, especially if complicated 
by retinitis, is a definite indication. (5) Other diseases which 
seriously jeopardize the mother are pernicious ia and 
the 


anemia 


chorea. (6) German measles contracted before the end of Te 
third month is an indication because most of the babies born 
afterward will have congenital defects, particularly defects, 
heart disease, dental abnormalities and deaf-mutism. 07) Rarely , 
do nervous diseases, such as multiple sclerosis, indicate abortion 
(Herschmann). (8) Diseases of the ovum, such as hydatidiform ‘ 
mole, are indications. t 
One must consider the moral and religious aspects of the case ‘ 
never forgetting that in cases in which disease in pregnancy . 
threatens the life of the mother the induction of abortion is 
conservative operation, “saving the mother” and not “sacrificing 
the child.” Always insist on a consultation, respect the laws of sho 
your state, draw up a written statement of the iacts in the case sur 
and have it signed by the woman, her next of kin and all the be. 
physicians in charge. The operation must be done in a hospital. at 
In addition, DeLee and Greenhill (p. 464) say: “Nearly all des 
mental diseases have been observed in pregnancy, but we rarely Cart 
favor the induction of abortion or premature labor to cure them Bot 
because they are simply contemporaneous and have no direct atte 
causal relation. Some rare neurologic disorders are hereditary disc 
and hence form a contraindication to pregnancy or an indication It 
for abortion. Among these are Huntington's chorea, athetosis wa 
of a special type known as Oppenheim’s disease, Friedrich’s most 
ataxia, spastic spinal paralysis, progressive mus atrophy, tests 
myotonia, syringomyelia, hereditary optic atrophy and vo enou 
Recklinghausen’s neurofibromatosis. However, there is ™ by 0 
phychiatric disorder which is hereditary to the degree that th one 
occurrence of mental illness in the offspring of the patient can grou; 
be predicted (Shanahan).” Bloo 
sugat 
PARATHION AND PERCOMORPH LIVER OIL An 
To the Editor:—(1) Parathion (0,0-diethy! O-para-nitrophemyl thiegh- with 
phate) is used locally as an insecticide by apple growers. They repet out t 
it to be highly toxic to man. Please discuss its toxic effects. (2) Wit diabe 
is the of vitamins A and D as found in perconeyt drive: 
liver oil with those in cod liver oil? M.D., Vermont. from. 
Answer—(1) Parathion, the generic name adopted for the 5 I 
chemical, O,O-diethyl O-para-nitrophenyl thiophosphate, 1 # 
ester of thiophosphoric acid and holds an important posite 
among the organic phosphate insecticides. In general, it 
claimed to be more toxic as a contact insecticide than many To the 
chemicals now in use, including nicotine, rotenone, DDT a = 
other recently introduced chlorinated hydrocarbon insecticides 
It is highly toxic to man and animals, indicating that great @® 
must be exercised in its use and handling. The mean _ As 
dose is 3.5 mg. per kilogram of body weight, 70 times that of DD 
in potency. Twelve to twenty milligrams (% to 1% graim 
20 mg.) of parathion may be considered a poisonous quasi) the rec 
and liable to prove fatal. Parathion affects the 8 
cholinergic nerves, e. g., the nerves supplying smooth amuses of this 
and glaads. This action is the muscarinic effect, and m® small 3 


festation is as follows: (a) lacrimation; (b) salivation; \ 
sweating; (d) symptoms referable to the gastroint tract 
(e) respiratory distress as the result of bronchiolar constne™® 
(these symptoms may be exaggerated in persons with 
tendencies), and (f) miosis and disturbance of vision. ar 
also affects the preganglionic and somatic motor nerves is 
phase is termed the nicotinic effect, and the symptom’ 
action could produce may be listed as fellows: (a) fusing ® 
the skin; (b) throbbing in the head; (c) effects on blood #® 
sure; (d) various grades of heart block, and (¢) rope 
tremors of peripheral origin. All evidence points to i ° 
clusion that the cerebral motor cortex is not mvOWW@e |, 
vulsions, if they should occur, may be asphyxial in onig® 

not the result of a direct action of parathion. 


Fett 
| 
( 
f 
! 
0 
te 
during relatively inactive periods usually is about 2.5 mg. per cent. Her 
spleen is usually grossly enarged, down to the level of the umbilicus, and 
even larger during crises. There is variable enlargement of the liver, 
CANCER OF OVARY om 
To the Editor:—i have a patient with confirmatory diagnosis of pseudo- raing 
Upper 
quantity of peritoneal fluid produ not, would catheter or o' type and js 
of continuous drainage be advisable? the fj 
off and 
It is 
midline 
R. Lai 
ber, 19 
detailed 
should 
Involved 
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Atropine sulfate is a physiologic antidote for the muscarinic 
efiect of parathion, and doses of 0.5 to 1 mg. should alleviate 
most of the symptoms in this group. Peripheral muscular 

essants such as curare or magnesium sulfate have been 
suggested for controlling the nicotinic effects. 

(2) Percomorph liver oil is a mixture containing the fixed oils 
obtained from the fresh livers of several species of percomorph 
fsh, It contains not less than 60,000 U. S. P. units of vitamin 
\ and not less than 8,500 units of vitamin D per gram. Cod 
iver oil, U. S. P. contains in each gram not less than 850 
U.S. P. units of vitamin A and not less than 85 U. S. P. 
units of vitamin D. The actions and uses of percomorph liver 
oil are the same as those of cod liver oil. The greater concen- 
tration of vitamins A and D allows smaller doses to be given 
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THRILL IN THE SPLENIC PEDICLE 

To the Editor:—i recently performed a splenectomy on a 20 year old 
woman for Banti’s disease. The spleen was two and a half times normal 
size. On palpation of the hilus of the spleen, before ligation of the 
pedicle, a definite thrill was palpable with each cardiac systole. After 
ligation of the splenic pedicle and removal of the spleen, the thrill was 
found to be absent. | have never heard of anyone's finding a thrill in 
the splenic artery and would appreciate enlightenment as to physiologic 
and etiologic aspects and incidence. M.D., Michigan. 


ANsweR.—The site of origin of the thrill felt in the splenic 
pedicle may be either the splenic artery or the vein. Accurate 
location would be difficult, since a thrill arising in the splenic 
vein can easily be transmitted to the adjacent artery. No report 
of the incidence of a palpable thrill in Banti’s syndrome is 


tts wire the same effect. This is advantageous when admin- available, but several surgeons state that a palpable thrill in the 
Tare to acd small children splenic vein in Banti’s syndrome is not uncommon, whereas a 
on istering to sma : thrill in the artery is rare. 
The splenic vein in Banti’s syndrome is often strikingly 
dilated, and the vessel wall is thin. In addition, there may be 
the ® cases of diabetes in @ town of 1,500 population has been considered. The large anastomotic communications with the gastric, adrenal 
borr fecilities available would make 1,500 blood sugar determinations a com- and renal veins. There is increased blood flow and eddy currents 
fects, plicated undertaking. Would the tage of a blood sugar determi- through all these dilated venous channels, which may produce 
‘arely nation outweigh the value of urinalysis performed one to two hours after 4 bruit and a palpable thrill. Compression of these veins may 
also produce a venous hum and a palpable thrill. 
aaae chee to justify @ village-encompassing survey? If the latter were A thrill in the splenic artery is more difficult to explain. The 
true, would the clinitest® tablet method of determining glycosuria be following possible factors may be considered: (a) Dilatation 
; Case, accurate enough, or should Benedict's solution be used? of the splenic artery in the presence of active blood flow. 
> Robert T. Patey, M.D., Buhi, Minn. Although the of is ry 
os Answer.—ldcally, routine determinations of the blood sugar well known that there is hyperemia and congestion in the 2 
- should be combined with tests of the urine in any diabetes enlarged spleen and increased blood flow through the splenic a; 
© case survey. In the town in question, if this is possible, such should @teTy and vein. Dilatation of the splenic artery has been a! 
ill the be done. With blood sugar determinations in large quantities observed in surgical and autopsy specimens. (b) Compression 
pital at a time or \\ith the simplified screening procedures recently 1 the splenic artery from without. This is unlikely in the — 
all described by \\i'kerson and Heftmann, the blood tests can be (c) the by of 
carried out wit!) minimum of expense, effort and inconvenience. arvery Att os rap 
then Both blood an! urine tests should be done one to two hours 0W,is a possible cause for the thrill. (d) Arteriovenous com- 
aiter a meal liberal in carbohydrate, to increase the chances of | ™unication. The presence of abnormal communications between 
discovering persons with mild diabetes. the small arteries and veins within the congested spleen may 


It is realizer! that in a town of 1,500 it might be most difficult 
to arrange for tie blood tests. If such are not possible, then 
most of the dialectic persons would be discovered by the urine 


tests alone. lie clinitest® tablet method would be accurate 
enough in determining glycosuria. The work could be reduced 
by omission «i a'l persons under 15 years of age, constituting 
ome third or «»< fourth of the population, since in this age 
group there is 1 t more than 1 diabetic in 1,500 to 2,500 persons. 


Blood sugar test. must be done at least in those persons showing 
sugar in the urine. 

Any physician :nterested in such a survey should get in touch 
with his own county or state medical society, because through- 
out the United States there have been set up committees on 
tiabetes which are anxious to cooperate in diabetes detection 
drives. Information and possible aid might also be forthcoming 
rom the Diabetes Office, United States Public Health Service, 
Huntington \venue, Boston. 


; REPAIR OF RECTAL FISTULA 
— is the best method for repairing a rectoperineal fistula 
. y two months after the repair of a third degree tear follow- 
"9 @ median episiotomy? Please give me any reference you may have. 
J. T. Brennan, M.D., Clarksburg, W. Va. 


ANSWER.—Midline episiotomies more commonly cause third 
— tears than do the mediolateral variety, the latter usually 
prepa. around the rectum, if they extend, rather than through 

rectum. The fistula tract may have as its source a foreign 
r — as a piece of nonabsorbable suture material ; removal 
at usually will allow the fistula to heal. If the fistula is 
and enters the rectum in the lower portion, below the 
aa S Junction, it can be treated in the usual way, by 
deat a probe through and cutting down to the fistula and 
ae It to granulate from below. If the fistula involves the 
a os of the rectum, the repair is much more involved 
be & usually done by developing a flap of mucosa including 
Pp _— bringing it down so that the fistula can be cut 
tract dissected out. 
lay from the question that the fistula is in the 
R Land's laterally may be more involved. Dr. Donald 
i s ao in the American Journal of Surgery (Decem- 

7 a 1) or any standard text on rectal surgery gives 
should the done Promiscuous cutting of the rectal sphincter 
involved, until one is sure of the pathologic condition 

$0 that rectal incontinence will not develop. 


produce the hemodynamics of an arteriovenous fistula in the 
splenic pedicle. 


INCREASED PRODUCTION OF BETA-HYPOPHAMINE 
To the Editor:—Has there been described a condition of increased beta- 
ine ion analogous to hyperinsulinism? Has a method of 
measuring the level of the hormone in the blood been devised? Is there a 
known factor or hormone in the body which counteracts the action of 
beta-hypophamine? Is there a factor or nervous center which stimulates 


production of ine? Michel Aboassaly, M.D., Detroit. 


ANswer.—There is no known clinical syndrome which is 
due to an increased elaboration of beta-hypophamine. Under 
certain conditions, there may be an increased output of the 
substance for a relatively short time. These conditions include 
prolonged dehydration, toxemia of pregnancy and eclampsia. 
This material is detected in the urine under these conditions. 
It has been claimed that the antidiuretic factor found during 
pregnancy is not identical with that obtained from the posterior 
lobe of the pituitary gland but resembles a factor which has 
been extracted from placenta. There is considerable physiologic 
evidence for existence of a substance in the anterior lobe of the 
pituitary which counteracts the action of beta-hypophamine, 
and it is possible that it acts by stimulation of the thyroid. 
Thyroid extract is occasionally used for diuresis. Little is 
known of the nervous control of beta-hypophamine elabora- 
tion, although it is acknowledged that the posterior pituitary 
lobe is itself a derivative of the nervous tissue and has intimate 
nerve connections with the hypothalamus. 


FEMALE BIRTHS 


has an epidemic of successive female births 

some of my professional colleagues in this town. Can 
statistics on the likelihood of a third and fourth girl 
children are female? 


Archie Y. Eagles, M.D., Texarkana, Ark.-Tex. 


Answer.—According to theory 1 out of every 4 sibships of 
2 children each should consist of 2 girls. Hence such must be 
expected to be common in any population. There is a 50 per cent 
likelihood of a third child being a girl, if the first 2 were girls, 
in other words, an equal chance for a boy or girl. A scant 
amount of evidence suggests that a slight tendency to produce 
more girls than boys, or more boys than girls, runs in some 
families, but the evidence for this is meager. According to the 
laws of chance even 1 out of every 1,024 4amilies of 10 children 
each should consist of all girls or all boys (141°). 
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ERYTHROMELALGIA 

To the Editor:—My wife has been suffering from attacks of painful, red 
palms since 1943. She was in northern Canada with me for 9 months 
in 1942 and was apparently frostbitten. The attacks now occur more 
frequently and are distressing. The palms become hot, red and burning, 
especially in the presence of heat and when she is excited or tired. Can 
you suggest anything that will relieve her? 

Albert Irving Clark, M.D., Shreveport, La. 


Answer.—Erythromelalgia is rare, and the diagnosis can be 
made only if it is possible to demonstrate an intimate relation 
between temperature of the skin and the distress. In erythro- 
melalgia anything which causes an increase in the temperature 
of the skin also causes the distress, and anything which causes a 
decrease in the temperature of the skin causes immediate relief 
of the distress. Patients who have erythromelalgia may obtain 
prompt relief by immersing the involved parts in cold water. 
The treatment of erythromelalgia is not entirely satisfactory. 
One needs first to determine whether or not the patient has 
polycythemia vera, which is a common cause of erythromelalgia. 
Relief of the polycythemia almost invariably causes the dis- 
appearance of the erythromelalgia. In many instances the use 
of acetylsalicylic acid produces prompt symptomatic relief. In 
some instances the local application of radium produces relief. 
In other instances the administration of epinephrine by inhala- 
tion or subcutaneously produces prompt relief. It is suggested 
that the patient have a thorough study by a neurologist and 
a dermatologist as well as studies to determine whether or 
not there is a close relation between temperature of the skin 
and the episodes of burning. 


USE OF HOT PACKS IN POLIOMYELITIS 


To the Editor:—At the monthly meeting of the Lawrence County Medical 
Society the question arose as to the effect of the hot pack treatment 
for poliomyelitis on the anterior horn cell. Does the application of hot 
pocks to affected areas in the early stages of the disease actually have 
some effect on the anterior horn cell, or does the hot pack treatment simply 
have its effect in the way of preventing contracture? 

Dale E. Scholz, M.D., Lawrenceville, III. 


Answek.—There is no conclusive proof that hot pack treat- 
ment has any ultimate effect either on the anterior horn cells 
or on the development of contractures. Any statement regari- 
ing the effect of this treatment on the ultimate outcome in 
poliomyelitis must at present be based on clinical impressions 
rather than on adequately controlled tests. Most clinicians 
believe that “hot packs” ameliorate pain and are helpful in 
establishing and maintaining normal muscle length and thus 
assist to minimize contractures (Methods of Clinical Study and 
Evaluation on Therapeutic Agents in Poliomyelitis, Council on 
oa and Chemistry, J. A. M. A. 140: 534 [June 11] 

9). 


PHOSPHATASE LEVELS IN CARCINOMA 


*o the Editor:—Are localized carcinomas of the prostate just as likely to 
show high serum acid phosphatase levels as those that metastasize to bone? 
Anthony M. Susinno, M.D., Palisades, N. J. 


Answer.—High serum acid phosphatase levels are due to the 
presence of prostatic secretion in the circulation. This may 
occur even after an aspiration biopsy of the prostate; high 
levels may occur when there are metastases in the soft tissues 
as well as when they are in bone. If the carcinoma is really 
within the capsule of the prostate, there should not be high 
serum acid phosphatase levels. The absence of high serum acid 
phosphatase levels does not signify the absence of carcinoma of 
the prostate. In a recent case, an adenoma, benign hyper- 
trophy and a carcinoma were present in the same prostate. Of 
the three, the carcinoma showed the lowest levels of serum acid 
phosphatase. Reference to this subject can be found in the article 
on “The Significance of Phosphatase Findings in Carcinoma of 
the Prostate” by H. Q. Woodward and A. L. Dean, Journal 
of Urology §7:158 (Jan.) 1947. 


HYPOPLASIA OF THE BREASTS 


To the Editor:—\ would like information on hormone therapy for 
of the breasts in a woman of 25. 
i i 


Louis J. Polskin, M.D., Lakeland, Fla. 


Answer.—The use of estrogens for the treatment of atrophic 
breasts is indicated only under certain conditions. The primary 
requirement for a response to estrogens topically, orally or by 
injection is that the woman herself have a deficiency in estrogen. 
If a woman is menstruating normally, it may be presumed that 
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she has ample supplies of endogenous estrogens. If the breasts 
remain small under these conditions, there must be either a lack 
of breast tissue or a refractoriness in response to the estrogens 
The administration of additional estrogens -will then be wi 
appreciable effect on the size of the breasts except that large 
doses may produce painful engorgement. Under these conditions 
there may well be a derangement in the menstrual cycle with 
abnormal bleeding and other side effects typical of es 
overdosage, such as nausea and vomiting. After even successfyl 
stimulation therapy there is a regression in breast size with the 
cessation of treatment. In the patient described, estrogens for 
stimulation therapy of the breast are not indicated. 


RADAR AND ARTHRITIS 


To the Editor:—A patient who states that his teen age son has arthritis 
asks whether radar is successfully used in such cases. He brought me ¢ 
clipping which mentioned this treatment. 


S. P. Seaberg, M.D., Spokane, Wash, 


Answer.—The radar that was used during the war usually 
employed bursts of energy or pulsations, while the microwave 
“radar” that is being used in physical medicine employs a cop. 
tinuous wave. These continuous waves are generated by a 
multicavity magnetron tube which operates at a frequency of 
2,450 megacycles per second. The microwaves so generated 
are transported from the magnetron tube to the antenna (direc- 
tor) by means of a coaxial cable. The waves emanating from 
the antenna are directed onto the tissues. To date the scientific 
evidence available indicates that microwave energy heats the 
tissues exposed to it. No effects other than heat have been 
observed when microwaves are used carefully in the preseribed 
dosage range. They seem to have no specific therapeutic effects 
in arthritis other than heating the tissues. Like any form of 
heat, they are prescribed for increasing the circulation, soothing 
the pain and relieving local stiffness. Scientific knowledge of 
the therapeutic possibilities of microwaves is stil! limited, and 
in their use for any condition not only caution but also rigid 
conservatism is recommended. Specific curative effects have 
not been observed. 


VULVOVAGINITIS 
To the Editor:—What treatment is recommended for vulvovaginitis in ¢ 
7 year old girl who has failed to respond to concomitant use of estrogens 
and in suspension? Lloyd R. Evans, M.D., Loramie, Wye. 


Answer.—There is seldom any need to give local therapy for 
vulvovaginitis. Most patients can be treated successfully with 
penicillin. In this 7 year old girl, 50,000 units given itm 
muscularly may bring about a rapid cure. Sulfadiazine may 
used instead of penicillin, but the latter requires only as 
injection and is more certain to effect a cure. If sulfadiagm 
is used, between % and 34 grain per pound of body weight (5 
to 25 mg. per kilogram) should be given every twenty-four 
hours, divided into four daily doses. The dose should not exceed 
20 grains (1.2 Gm.) per day, and the drug should be given fer 
a week. 

ROENTGEN THERAPY FOR DEAFNESS 


To the Editor: Is there a new roentgen ray treatment used for desines? 
M.D., New Jersey. 


Answer.—The only treatment by irradiation of value in det 
ness is that which will destroy the lymphoid tissue im a 
around the orifices of the eustachian tubes. This would b# 
conductive deafness which recurs usually with each y 
infection. Coincidental with the drop in hearing, there will k 
the usual retraction in the drums and sometimes fluid formation 
in the middle ear as a result of tubal obstruction. This! 
hyperplasia may also be treated with nasopharyngeal 
applicators. A competent rventgenologist should be 
jor details as to dosage. 


CLINITEST® REAGENT TABLETS 
To the Editor:—The reply to the question relating to the 
reagent tablets in The Journal, Nov. 5, 1949, page 748, 
fusing in light of the scientific data provided in publi 
reported to us by consultants in the field of 
Clinitest® reagent tablets have been found to be a reliable 
i . They have not been ciai 
ore 


procedures. 
cal management of patients has, however, been well 
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| 
in 
lent health an 
ly indicate 
the extent of the clinical trical and how often treatment may be safely 
y large 
companies, hospitals, laboratories, diabetic clinics ond the — 
Diabetic Association speaks well for the acceptance of clinitet 
R. L. Conklin, M.D., Medical and Research Director, Ames Compan: = 


